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constipation. 


Constipation, as every physician of experience knows, is a many-sided problem. Its 
etiology may depend upon any one of a number of pathological conditions. Whatever the 
cause, there is a growing belief that the mechanical laxative meets the indications in a large 
percentage of cases; that by its use (even in chronic constipation) normal, healthy bowel 
function may be effected. 


Agar (P. D. & Co.) and American Oil (P. D. & Co.) are offered as the most eligible of 


all mechanical laxatives. We unhesitatingly commend them to the medical profession. 
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A Japanese Jelatin, Derived from 
Seaweed. 


Absorbs water, and holds it, passing unaltered 
(not digested ) into the intestine. 


Merges with the feces, increasing their bulk, 
keeping them uniformly moist, and insuring 
normal evacuations. 
Resists the action of intestinal bacteria and 
that of enzymes. 
A superior product, free from the unpalata- 
bility of the ordinary commercial agar. 

+ 
One or two hetohie tablespoonfuls (accord- 
ing to individual requirements) may be taken 


morning and evening, at mealtime, with milk 
or cream or mixed with a cereal f 


4-ounce and 16-ounce cartons, 


AMERICAN OIL. 


Liquid Petrolatum, Colorless, of American 
Oo 


Odorless, tasteless and water-white. 


Of high viscosity and marked lubricating 
power. 


Has a soothing effect on the mucous mem- 
brane of the bowel, protects inflamed surfaces 
and restores natural peristalsis. 


Free from all harmful substances: unexcelled 
by any other liquid petrolatum on the Ameri- 


can market. 


The usual prescription is one tablespoonful, 
before meals, two or three times a day, the 
amount to be reduced after the fourth or 


day, when the effect has been established. 
Supplied in pint bottles. 


Combined Treatment.—Some physicians advocate the use of Agar and American Oil 
in conjunction, particularly in obstinate cases: a heaping tablespoonful of Agar in the morn- 
ing, another at midday or in the afternoon, and a tablespoonful of American Oil at bedtime. 


+ 


Specify “P. D. & Co.” on prescriptions for Agar and American Oil. This will insure 


\ products of guaranteed purity. | 
Parke, Davis & Co. 


Please mention the American Journal of Surgery when writing advertisers. 


Home Offices and Laboratories, 
Detroit, Michigan. 
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MINOR POINTS IN MAJOR SURGERY THAT 
INSURE A SMOOTHER CONVALES- 
CENCE AND BETTER END- 
RESULTS.* 

Lee Secor, A.M., M.D., 

Chief Surgeon, Kerrville Hospital, Kerrville-on-the- 
Guadalupe. 

TEXAS. 


Every surgeon realizes that there are many minor 
points associated with a major operation, that are 
just as important factors in securing a perfect re- 
covery as proper surgical technic. In fact, sur- 
geons who have absolute control of the surgical 
department of the hospital in which they work and 
make a personal study of the pre-operative and 
post-operative condition of their patients, are able 
to get results that are much more difficult to obtain 
under less favorable circumstances. 

Too often, the surgeon’s direct interest in the 
case ends at the operating table, the patient being 
turned over to an inexperienced resident for after- 
treatment. This is an injustic to the resident, who 
needs the council and instruction of the surgeon, 
and also to the patient whose uncomplicated recov- 
ery depends much upon mature judgment and ex- 
perience. 

All modern hospitals should be provided with 
every facility for pre- and post-operative treatment, 
which should include apparatus for hydrotherapy, 
electrotherapy, massage, Roentgen ray examination, 
etc. If more care is given to the preparation of 
patients for operation and to the assistance of their 
complete recovery, better end-results will be ob- 
tained and fewer “repeaters” will be seen in our 
operating rooms. 

Assuming that a patient has come to the hospital 
in good general condition or has been treated at the 
hospital for a week or so and is now ready for 
operation, how shall we proceed? 

During a personal study of one hundred cases at 
the Kerrville Hospital, we have evolved a routine 
which has given us the greatest satisfaction as to 
both immediate and remote results. In outlining 
this routine, it is with no idea of adding greatly to 


*Read before the Bexar Co. Medical Society, San Antonio, 
Texas, October 7, 1915. 


the literature of this subject or, with few excep- 
tions, of proposing anything new, but simply to 
present a correlation of procedures which have, un- 
der test, given us most excellent service. ‘ 
Preparation of the Patient—lf necessary, castor 
oil is given forty-eight hours before the operation, 
after which time no cathartic is given, but the 
bowels are moved by an enema twelve hours before 
and again three hours before the operation. 
We believe that cathartics, especially salts, the 
day before operation are conducive to gas pains. 
The reaction from the increased peristalsis added to 
the paralyzing effect of the operation, anesthetic, 
etc., upon the intestines, often produces an adyna-. 
mic ileus. Our observation has been that handling _ 
the intestines has little to do with producing gas... 
pains. In this series of one hundred cases there 
were three that developed severe adynamic ileus. 
The first was an external perineal urethrotomy ; the 
second, simple inguinal hernioplasty, and the third, 
operation for acute appendicitis. In the first two 
there was no handling of the intestines at all, and 
in the third, a rapid, simple operation was done that 
necessitated only a minimum amount of manipula- 
tion of the cecum. On the other hand, there was 
one case of appendicitis with complications and an 
exploratory laparotomy that required a great deal 
of handling of the intestines, and yet in these there 
was entire freedom from gas pains. 
To prepare the operative site: The part is 
scrubbed and shaved at 5 P. M. the day before 
operation. At 8 P. M., when the skin is thoroughly 
dry, it is painted with tincture of iodine diluted one 
half with alcohol, and covered by dry sterile gauze. 
On the operating table, the surface is again 
thoroughly coated with the iodine solution and 
when dry is ready for incision. We see no stitch 
abscesses. We think that scrubbing with green 
soap, or even with benzine, just prior to the use of 
the iodine, partially defeats the work of the iodine 
which not only kills bacteria, but hardens the sur- 
face and cements the bacteria down. Other liquids 
applied to the skin before the iodine is applied tend 
to saturate the epithelial cells and thus prevent 
iodine penetration. 
Fifteen grains of hexamethylenamine in a glass 
of water is given every four hours the day before 
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the operation. This helps to prevent eyeiilte if the 


catheter must be used, and also seems to help ob- 
viate the necessity for post-operative catherization. 

A small firm pillow placed so as to preserve the 
curve of the spine and prevent strain on the liga- 


ments due to muscular relaxation, will do much to 


prevent post-operative backache. 

The Anesthetic—After a study of various anes- 
thetics and several methods of administration, the 
method which we have adopted as most generally 
useful, and have employed for the past two years, 
with few exceptions and with no regrets, is: three- 
quarters of an hour before operation, 4 gr. ot mor- 
phine, 1/200 of atropine and 1/100 of scopolamine 
are given hypodermatically. Chloroform, from a 
bottle which has been sitting in hot water, is now 
dropped slowly onto an ordinary Esmarch mask un- 
til the patient is asleep. If the operation will take 
more than half an hour from the time the anesthetic 
was started, ether is substituted for the chloroform 
just before the incision is made and is given by the 
drop method on the same mask, which, however, is 
provided with a rubber cover having an opening in 
the top. This is similar to the method now em- 
ployed by Ochsner. During the past few months 
we have been experimenting with the use of aro- 
matic spirits of ammonia both during and following 
the administration of the anesthetic, as suggested 
by Parsons in The Therapeutic Gazette, April 15, 
1915. The anesthetist has a drop bottle at hand 
containing aromatic spirits of ammonia and drops 
a few drops on the mask as conditions may indi- 
cate, then as soon as the surgeon orders the anes- 
thetic stopped, the inhalation of ammonia is begun 
and its administration is continued slowly and at 
intervals, by the nurse, until the patient is out from 
under the influence of the ether. While the method 
is still in the experimental stage with us, we are of 
the opinion that it will prove of much benefit. 

Of course special methods of anesthesia are indi- 
cated in special cases. Of these special methods, 
one that has given us very good results, especially 
in hemorrhoid operations, is novocain, sacral anes- 
thesia. A needle about 10 cm. in length is intro- 
duced into the sacral canal at the sacro-coccygeal 
joint for a distance of about 5 cm. If no blood or 
cerebrospinal fluid appears, the syringe is attached 
and 30 to 40 cm. of 1 per cent. novocain solu- 
tion containing % of 1 per cent. of calcium chloride 
are slowly injected. Anesthesia is complete in from 
20 minutes to half an hour and lasts from one to 
two hours. 

The “axillary sup” used as a routine in Lane’s 
clinic is highly recommended by Murphy. He says, 


“that it ae reduces shock, keeps up. blood 
pressure and the patient leaves the table in about 
as good condition as at the beginning of the opera- 
tion.” He thinks it should be resorted to in all 
severe and prolonged operations. 


For some time glucose solutions have been used 
by mouth and per rectum to prevent acetonemia. It 
occurred to us that the best place to combat this 
effect of the anesthetic is in the blood. The best time 
to carry it out is during the administration of the 
anesthetic, and the best method of accomplishing it 
is by an improved “axillary sup.” Hence as soon 
as the patient is asleep, a needle is introduced into 
the loose tissue of each axilla or is placed under 
each breast, and from one pint to one quart of a 5 
per cent. glucose solution ina normal salt solution 
is allowed to flow slowly in. This procedure lessens 
acetonemia, shock and thirst, and we deem it a 
most valuable aid to a smooth convalescence, a 
inarked advance over the pre-operative and post- 
operative use of glucose solution. 


Incision—We prefer a rectus incision for intra- 
abdominal and pelvic operations, for we believe 
that a systematic examination of all abdominal and 
pelvic viscera should be made in practically all 
cases where there is no danger of spreading in- 
fection. 


Drainage—The mooted question of drainage we 
are solving better each day, for as our surgical tech- 
nic improves we find less call for a drain. In ex- 
cessive oozing we must very often drain, but we 
have found that the use of coagulene (Kocher- 
Fonio) ‘or coagulose (Parke, Davis & Co.), not only 
controls troublesome oozing, but also aids in check- 
ing quite severe hemorrhage. We have demon- 
strated to our entire satisfaction that they are much 
more potent than horse serum for this purpose. 
They have on several occasions done us most ex- 
cellent service. 


If pus is present in small amount, that can easily 
be wiped up, the surface is cleansed by gauze wip- 
ing, then two ounces of ether is poured into the 
free abdominal cavity and the wound is closed with- 
out a drain. This method originated in France. It 
has proven a valuable one to us, as it seems to pre- 
vent adhesions as well as sepsis. After the intes- 
tines are bathed with ether and the ether has evapo- 
rated, they are left dry and free from bloody exu- 
date, but covered with a thin film of fat which was 
dissolved by the ether and left as a deposit when 
the ether evaporates, thus covering raw surfaces 
and preventing adhesions. No deleterious effect 
has ever been noted and we have used it for two 


Ve 


ye 

CZ 

tt 
a 

tu 

cl 

ti 

b! 

fe 

th 

al 

te 

cl 

T 

al 

st 

a 

V 

u 
th 

Ci 

it 

it 

it 

n 

sf 

n 

is 

d 

a 

Pp 

h 

1 

Pp 

fi 

0 

b 


Vor. XXEX;:No. 11. 


Fort—Cuest INJURIES.. 


AMERICAN 
JourNAL oF SURGERY. 


595 


years, in both clean and pus cases. Ether is the 
only irrigating fluid we use in the peritoneal cavity. 
Stitching Up—A running stitch of No. 1 plain 
catgut so placed as to coapt, but neither invert nor 
evert the edges of the peritoneum and posterior rec- 
tus sheath, is used for this layer. Inversion causes 
adhesions and eversion makes a weak posterior rec- 
tus sheath by interposing peritoneum between the 
cut edges of the sheath. Two or three silkworm- 
gut tension stitches are then placed through skin, 
fat, facia, muscle, down to peritoneum and left un- 
tied. Now one or two sponges, hot enough to 
blanch the tissues, are applied to the wound sur- 
face to stop all oozing and leave it perfectly dry, 
then the anterior sheath of the rectus is carefully 
approximated by a buttonhole stitch of No. 2 iodized 
catgut, another hot sponge is applied and the deep 
tension stitches are tied, which obliterate all dead 
space. The skin edges are approximated by metal 
clips, care being taken not to apply them too tightly. 
The wound is then painted with the iodine solution 
and eight layers of dry sterile gauze are strapped 
on by long adhesive strips, so placed as to give 
proper suppoit. The wound is first examined in 
seven days when the deep stitches and skin clips 
are removed and the patient is allowed to sit up. 
We have had no post-operative hernias and have 
used this method of wound closure for six years. 


Back in Bed.—When the patient is returned to 
the bed from the operating table, the Murphy drip 
with 5 per cent. glucose solution, is started and 
carefully watched to keep its temperature up, for if 
it becomes cool it may become a dangerous agent, 
increasing instead of preventing shock. 

When the patient recovers from the anesthetic, 
if he is very restless or in much pain, 1/6 gr. of 
morphine, 1/200 gr. of atropine and 1/30.gr. of 
strychnine are given. If he has no pain, the strych- 
nine is given alone and repeated in four hours. This 
is not to combat shock as we formerly thought it 
did, but to improve the nerve tonic of the intestines 
and stomach and prevent adynamic ileus. 

Whenever after these precautions, severe gas 
pains or dilatation of the stomach occurs, which 
cannot be relieved by the various simple measures, 
we have obtained most excellent results from the 
hypodermatic use of 1/50 to 1/25 gr. of Eserine. 
This treatment, while rather spectacular, has been 
perfectly satisfactory. Pituitrin, we have tried and 
find that if given early, as a preventative, good re- 
sults may be expected, but in fully developed cases 
of adynamic ileus, it is disappointing. 

At the end of the first week the patient may well 
be started on some line of tonic treatment as mas- 


sage, salt friction baths, high frequency electricity, 
etc. These measures alone or in connection with 
the proper drug medication will do much to relieve 
both the physical and mental depression following 
an operation. In fact, in patients who have been 
sick for some time previous to the operation and 
where, as is usual in these cases, the mind has 
formed the habit of thinking sick thoughts, the 
psychic effect of the after-treatment aids much in 
correcting these habits and in securing perfect end. 
results. 


INJURIES TO THE CHEST. 
F. T. Fort, M.D., 
LouIsvILLE, KENTUCKY. 


Injuries to the chest wall are classified as con- 
tused, incised, lacerated, punctured and penetrating. 
For clir.ical purposes a much simpler division is (a) 
penetrating and (b) non-penetrating. In contused 
wounds where the periosteum of the ribs is in- 
volved, it is oftentimes difficult to differentiate be- 
tween periosteal bruising and actual rib fracture; 
we often have to bring the x-ray into use to make 
the differentiation. Contusions may vary in extent 
from the slightest abrasion with bruising of the 
skin, to the most extensive destruction involving 
deeper tissues, including the bone, complicated by 
shock and resulting in death. Non-penetrating 
chest wounds may be either incised, punctured, con- 
tused or lacerated. Under the heading of punc- 
tured wounds are included those where the depth 
of the wound is greater than the diameter of the 
opening. 

Lacerated and contused wounds are usually pro- 
duced by blunt instruments, the skin together with 
the surrounding area and subjacent tissues being 
involved. Incised wounds are inflicted by sharp or 
cutting instruments. Punctured wounds are caused 
by sharp-pointed instruments, as of iron or wood. 
In the production of punctured wounds which in- 
jure the tissues but seem confined to the chest wall, 
the instrument usually strikes a rib. A fall from 
a distance landing on a picket fence or some other 
sharp object, ordinarily produced a punctured 
wound. 

Contused wounds of the chest are often followed 
by so-called traumatic pneumonia, in which the clin- 
ical signs are frequently unlike those of lobar pneu- 
monia, the onset being insidious in character with 
no initial chill, Much has been written concerning 
the origin of this type of pneumonia. Demuth con- 
siders such-pneumonias as inflammatory infiltrations 
(lobar blood infiltrations), the fever depending’ 
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upon absorption of the products of decompositions 
of the blood. Dumstrey claims that, owing to the 
injury which it has received, the alveolar epithelium 
furnishes a place of lowered resistance in which the 
diplococci of pneumonia may develop. I am in- 
clined to agree with the latter’s version. 
The symptomatology, diagnosis and treatment of 
chest injuries will depend upon the severity and 
amount of the damage inflicted, and the appearance 
of the injured region. The treatment of non-pene- 
trating wounds may be stated in one word, viz., 
cleanliness? Incised and lacerated injuries where 
no dirt or clothing has been carried into the wound, 
are best treated by the free application of tincture 
of iodine. In some incised wounds a few sutures 
may be necessary. When dirt or clothing has been 
carried into the wound, drainage is sometimes re- 
quired. When the injury is received about a stock- 
yard, stock car, or stable, the wound should be 
cauterized with phenol, followed by the application 
of an antiseptic dressing, the patient being given a 
prophylactic dose of about 5 cc. of antitetanic 
serum. Contused wounds without laceration or 
abrasion are best treated by the application of ad- 
hesive plaster, such as is used in fractured ribs; the 
use of liniment and heat will sometimes do good; 
where there is any question whether or not fracture 
of a rib has occurred, I think adhesive plaster should 
‘be applied. J 
“In addition to the ordinary injury to the chest 
wall there might be mentioned one described under 
the name of commotia thoracica, which resembles 
contusion or laceration of the brain. Sudden death 
may follow severe commotia thoracica, and the au- 
topsy fail to reveal any tangible lesion. In these 
cases the sudden death is due to shock. In com- 
motia thoracica the pain is very severe, abdominal 
respiration is present and a peculiar decubitus is ob- 
served in which the patient, while lying upon the 
back, inclines at the same time toward the injured 
side.” 
. Injuries involving both the thorax and the abdo- 
men are relatively infrequent. However, it must 
be remembered that the wall of the diaphragm 
reaches the level of the fifth and it may be the 
fourth rib on the left side, that the pleura lines prac- 
tically the entire wall of the thorax, and therefore a 
penetrating instrument may traverse the pleural 
cavity and enter the cavity of the peritoneum. Un- 
der such circumstances the injury to the abdominal 
viscera may be the more serious element. The 
organs most likely to be injured are the stomach, 
the liver, the spleen and the kidney. Penetration 
of the diaphragm on the left side may result in one 


or the other of the forms of diaphragmatic hernia. 

Fractures generally occur from the fourth to the 
eighth rib, the upper moving rib being more pro- 
tected. The floating ribs yield more readily to ex- 
ternal pressure, and are therefore less often broken. 
The most frequent site of fracture is at one or the 
other end of the rib. The ribs most frequently 
broken are the fifth and sixth. A rib may be frac- 
tured in one or two places, or it may be simply 
cracked. The diagnosis is not always easy. The 
simple fracture is most easily felt by pressing the 
hand flat on the chest, and directing the patient to 
take a long breath. Sometimes placing two fingers 
over the site of pain, and pressing one inward, 
elicits crepitation. It is a good plan to examine 
each rib carefully with the fingers to determine 
crepitation if possible. Sometimes this sign is so 
difficult to obtain that it is impossible to be certain 
whether a rib is broken or not; but if the patient 
has intense pain at the end of inspiration, or upon 
turning suddenly in bed, and if his respiration is 
short and hurried, one may be justified in assuming 
that cne or more ribs have been fractured. The 
ribs are generally broken by direct violence, but a 
number of cases are recorded where during violent 
sneezing or coughing one or more ribs have been 
fractured; and where disease of the bone existed 
turning over in bed has been known to cause such 
fractures. I have seen several cases of dislocation 
of the clavicle at the sternum from violent cough- 
ing. A fractured rib may cause serious complica- 
tions, provided puncture of the viscera occurs. . 

Fractures of the sternum are rare. They may be 
either transverse or oblique, and caused by either 
direct or indirect violence. They occur between 
manubrium and gladiolus, or at the ensiform carti- 
lage. The upper part of the sternum is usually dis- 
placed backward behind the gladiolius, and may be 
reduced when possible by placing the patient on the 
back, placing the knee between the shoulders, and 
pressing the rib and gladiolus downward. When 
impossible of reduction, unless the manubrium is 
causing serious pressure symptoms, operative inter- 
vention is unnecessary. The ensiform cartilage may 
be driven backward by direct violence, and because 
of pressure upon the stomach vomiting may be so 
persistent that an operation to restore the displaced 
cartilage may become a necessity. “Of 225 col- 
lected cases of injuries to the chest due to kicks of 
horses, railroad disasters, falls and other accidents, 
there were only five fatal cases.” 

In fractures involving both ribs and sternum the 
intercostal and internal mammary arteries have been 
injured, and in fracture of the clavicle the subcla- 
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vian artery and vein have been wounded. These 
vascular injuries should be treated in the same man- 
ner as wounded bloodvessels in other localities. 
Compound fracture of the rib and clavicle should be 
treated as other compound fractures. Compound 
fracture of the scapula, however, is treated in a 
somewhat different manner. Where there is com- 
minution of portions of the body, the pieces of bone 
should be removed in fracture of the scapula which 
would be left in similar fractures of other bones, 
to permit drainage of infectious material which 
might otherwise gravitate downward behind the 
body. 

Fractures of the clavicle are of quite frequent 
occurrence, especially in childhood, where, according 
to Kronlein, the fracture takes the place of dislo- 
cation of the humerus in adult life. The most 
frequent site of clavicular fracture is at its middle 
third. It may be transverse or oblique, and partial 
or complete. On account of the clavicle acting “as 
a kind of out-rigger for the shoulder,” the trape- 
zius muscle holding it from above and the pec- 
toralis major steadying it from below, when frac- 
ture occurs the weight of the arm causes the 
shoulder to fall downward and forward. In the 
treatment of these fractures, after having carried 
the shoulder upward and backward, I have usually 
employed the four-tail bandage with a pad under 
the arm; in some instances Sayre’s adhesive plaster 
dressing is most useful, especially in the winter 
time. In the case of a young woman, where more 
or less deformity would be unsightly, rest in bed 
in the recumbent posture with a small pillow be- 
tween the shoulders and the arm strapped to the 
side, will give the best results. Fracture of both 
clavicles is exceedingly rare. 

The clavicle is frequently dislocated. I have seen 
several such cases at the sternal end, and a few 
at the acromial end. The notch in the sternum for 
its articulation is much smaller than the sternal end 
of the clavicle. This dislocation is sometimes quite 
difficult to keep reduced. A figure-of-eight bandage 
about both shoulders and across the chest, or a 
plaster of Paris bandage about the shoulders and 
chest, may be regarded as the best modes of treat- 
ment. The acromial end is sometimes dislocated 
by a fall on the shoulder. This is another disloca- 
tion which often gives trouble in the matter of 
maintaining reduction so that deformity may be pre- 
vented. The drawing of the shoulder either directly 
upward, or forward and backward, or forward, at 
the same time pressing the clavicle forward toward 
its place, will effect reduction; the only opposition 
that really has to be overcome is the weight of the 


arm which draws the shoulder downward and in- 
ward away from the clavicle. Wiring the clavicle 
at the acromial end is sometimes practiced when 
the simpler method of adhesive strips passing over 
the dislocated end of the clavicle and underneath 
the elbow with a swath around the body holding 
the arm at the side, has failed. 

Fractures of the scapula occur in about one per 
cent. of all fractures. The most frequent fracture 
is through the body. I have seen one such fracture 
which passed through the body and also the spine 
at about its middle. After a great deal of manipu- 
lation and examination I was able to elicit slight 
crepitus. Three exposures to the x-ray had to be 
made before my diagnosis could be confirmed. This 
patient was treated with the shoulder cap and his 
arm fixed to the side. I saw him several months 
after the accident where there seemed to be com- 
plete atropy of the infraspinatus and partial atrophy 
of the supraspinatus causing the spine of the scap- 
ula to stand out in bold relief. I presume there 
must have been injury to the nerve at the time of 
the accident to account for the atrophy which later 
occurred. I have also had one other case which 
was supposed by three prominent surgeons to be a 
fracture of the glenoid cavity of the scapula. This 
man came under my observation about two years 
afterward, and was operated upon for subacrominal 
bursitis which gave him complete relief. I mention 
this to show the difficulty sometimes encountered 
in distinguishing between bursitis and injury to the 
glenoid cavity or some other part of the shoulder 
articulation. 

Where pointed instruments penetrate the chest 
wall and wound the lung, a variety of symptoms 
may be noted. Among those which usually develop 
after a penetrating wound of the thorax are: hem- 
optysis, emphysema, pneumothorax and hemotho- 
rax. Some days after injury to the viscera, pneu- 
monia, pulmonary abscess, bronchitis, gangrene, or 
hernia of the lung may occur. Ransohoff success- 
fully sutured a bullet wound of the lung, his method 
of procedtire being as follows: The rib adjacent 
to the wound is rapidly resected, and the pleura 
widely opened. Search for the bleeding point can 
be successful only if that lobe of the lung in the 
direct course of the bullet is grasped and delivered 
through the incision. After the hemorrhage is 
checked, the pleura is cleansed of blood and clots, 
and the wound closed without drainage. The 
wound must be sutured in two layers, hermetically 
sealing the pleural cavity; if this be not done, the 
pneumothorax, which is invariably present, is likely 
to be complicated by infection. 
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The spitting of blood may occur after concus- 
sion or slight injury to the lung substance by a 
broken rib, and is frequently accompanied by em- 
physema. In other cases of injury to the lung, 
instead of emphysema occurring, air rushes into the 
pleural cavity compressing the lung and causing the 
most distressing dyspnea. This may be relieved by 
passing a trocar and canula into the pleural cavity 
‘and allowing the air to escape, then inserting a 
rubber tube with a flange to prevent it from enter- 
ing the cavity, and applying an antiseptic dressing. 
In certain instances, in addition to air in the chest 
there may exist a large quantity of blood from in- 
jury to vessels in the lung. These cases are gener- 
ally so serious that no operative intervention is indi- 
cated, especially if the hemorrhage has been exten- 
sive. Venesection is recommended in case of severe 
hemorrhage to produce faintness and thus possibly 
cause cessation of the bleeding. A certain number 
of patients recover from arrest of the hemorrhage 
and absorption of the fluid. The balance of surgical 
experience points to the importance of not inter- 
fering unless there is evidence of emphysema. 
Where there is an injury to the chest with free 
hemorrhage, the question of opening the wound, 
turning out the clot, searching for the bleeding ves- 
sel and if possible securing it, must always be con- 
sidered, and execution of the procedure may be 
justifiable in some cases. The hemorrhage may be 
so great on turning out the clots that it may be 
advisable to pack the cavity with sterile gauze. 

While, according to Stetten, injuries of the great 
thoracic vessels are usually rapidly fatal, if the 
patient be seen promptly operation may be success- 
fully performed. Von Eiselsberg sutured with suc- 
cess a stab wound of the root of the pulmonary 
vein; Kuettner did likewise with a wound of the 
pulmonary artery; Heile successfully ligated the 
pulmonary vein. Injuries to the aorta and _ its 
branches, also the vena cava and innominate veins, 
are easily accessible by trans-pleural routes. Stet- 
ten believes that the severer injuries or ruptures of 
the lung with progressive hemorrhage, so-called 
“tension pneumothorax” and mediastinal emphy- 
sema, demand thoracotomy and pulmonary suture, 
though differential pressure or insufflation is by no 
means a necessity, as the lung is already collapsed 
and the chest cavity has adjusted itself to the 
changed conditions. Sauerbruch claims, however, 
that the operation is more satisfactorily performed 
under these measures. 

During laboratory experimentation upon animals 
Teske found that the dangers from: opening the 
thoracic cavity could be obviated by using mechan- 


ical means to prevent the diaphragm from making 
excessive excursions. Traction’on the manubrium 
before opening the chest had this effect, and he sug- 
gests traction upon the costal arches on both sides 
as likely to prove effectual in the human being. 

Schumacher believes operative treatment for in- 
juries of the pleura and lung should be executed 
under differential pressure. By operating in a spe- 
cial cabinet respiratory and circulatory disturbances 
from acute pneumothorax are prevented. Another 
advantage is that the surgeon can more readily lo- 
cate minute lesions in the lung after it has been 
artificially inflated than when it is collapsed. After 
operation the chest wound can be completely closed, 
as there is no risk of pneumothorax or subsequent 
infection. The simplest operative technic consists 
of a large Mikulicz-Sauerbruch incision in the fifth, 
sixth or seventh intercostal space. He reports seven 
patients operated upon with three cures. 

Traumatic hernia of the lung is of infrequent 
occurrence. It is usually seen in wounds which 
open the pleural cavity without involving the lung 
itself. The wound in the chest wall ‘must be of a 
certain size to allow protrusion of the lung, and it 
must correspond in position with one of the borders 
of the lung or with the corner of one of its lobes. 
The hernia may develop as soon as the penetrating 


“weapon is withdrawn, or it may not occur for many 
‘hours after the injury. Violent expiratory move- 
‘ments have much to do with its production. The 
‘hernia may oftentimes be returned, but if left undis- 


turbed it is likely to become strangulated, congested 
and irreducible, and may finally become gangrenous 
and sloughing then occurs. When this happens 
healing is satisfactory as a rule.. The wound in the 
chest is closed with scar tissue, and the lung re- 
mains firmly adherent to the chest wall. 


Wounds of the pericardium and heart are pro- 
duced by pointed instruments. that penetrate the 
chest wall. The chest injury is commonly in the 
precordial region, and may appear to be of little 
importance. The pericardium may alone be 
wounded, probably when it is “on the stretch” be- 
tween its two attachments. The cardiac wall may 
be penetrated or perforated. The nature of the 
wound varies with the instrument causing it. The 
puncture of a needle is readily filled with clot, 
whereas a stab with a knife may produce a wound 
that gapes. The pericardium has been stitched after 
cutting injuries. The great bloodvessels of the 
chest may also be involved in penetrating injuries 
to the chest wall. Should the patient survive severe 
injury to the viscera, he may later become the victim 
of septic complications. 
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- The treatment of cardiac wounds does not: differ 


materially from applicable to chest wounds 


general. Absolute rest in the recumbent posture 
is essential; application of an ice bag to the chest 
is useful; morphine may be required to control pain. 
If there is an accumulation of blood in the peri- 
cardium, its evacuation may be advisable. The use 
of trocar and canula for this purpose, however, is 
to be condemned because of its incapacity to evacu- 
ate blood that is clotted ; moreover, it does not allow 
one to identify and secure the bleeding point, and 
its use entails the risk of wounding the heart or 
the pleura. Incision of the pericardium (open op- 
eration) is the procedure recommended. Great care 
‘should be exercised not. to open one or the other 
of the pleural cavities. If after opening the peri- 
cardium there should be a wound of the heart wall, 
it may be closed with interrupted sutures of fine 
silk. The sutures should not include the endocar- 
dium. Should the patient recover, he must be pro- 
hibited from attempting any exertion for several 
months, for fear of the scar yielding and causing 
aneurism or rupture of the cardiac wall. 

_ Fischer collected 452 cases of wounds of the 
heart, with 380 deaths and 72 recoveries.- Death 
was immediate in 104, and in 270 it occurred after 
intervals varying from one hour to nine months. 

- In Vaughan’s collection of 26 cases, where the car- 
diac wounds were sutured, there were nine recover- 
ies and seventeen deaths. Out of 34 cases of heart 
“suture collected by Sherman, five died on the operat- 
ing table of hemorrhage, ten died soon after the 
operation, and thirteen recovered. 

Peck’s analysis of 160 cases shows thirty-six per 
cent. recoveries. In more than sixty per cent. of the 
fatal cases the patients succumbed to secondary 
causes, usually infection. 


REFERENCES. 


Bryant-Buck: “American Practice of Surgery.” 
Encyclopedic Dictionary of Medicine and Surgery. 


Hep Cited by Tilton Ref. Handbook Med. Sci., 
vol. vii. 
Heile:. Cited by Stetten, Med. Record, Feb. 15th, 1913. 
Kuettner: Cited by Stetten, 1. c. 
Park: “System of Surgery.” 


Peck: Cited by Stetten, 1. c. 

Ransohoff: Lancet-Clinic, May 11th, 1912. 
Schumacher: Duet. Med. Wochen., No. 6, 1912. 
Sherman: Cited by Tilton, 1. c. 

Stetten: Medical Record, Feb. 15th, 1913. 

Teske: Zent. f. Chir., Jan. 28th, 1911. 

Tilton: Reference Handbook Med. Sci., vol. vii. 
Vaughan: Medical News, Dec. 7th, 1901. 

Von Eiselsberg: Cited by Stetten, 1. ¢, 


COMMON HEAD INJURIES. 


E. M. Mtrrs, M.D., 
Satna, KANSAS. 


Under this heading I wish to speak of the com- 
mon classes of injuries to the cranium one sees each 
day. A patient is struck on the head by a moving 
object, or falls, and is injured, causing either a frac- 
ture of the skull, cerebral irritation, concussion or 
compression. Here lies the importance of an early 
diagnosis. Should the patient arise, walk a little 
way or resume his duties and then progressively be- 


come worse, it is safe to say that he has an intra- 


cranial hemorrhage, with pressure. He lapses into 
unconsciousness, coma, symptoms of paralysis de- 
velop, stertorous breathing, choked disk, inequality 
of pupils, and if hemorrhage is sufficient, death. 

~ For example, a case of my own: A man twenty- 
six years old was sitting in a grand stand and 
watching a baseball game, when he was hit on the 
head by a foul ball. He was unconscious only a 
moment, and wanted to stay at the game, but his 
brother insisted and finally succeeded in taking him 
home and putting him to bed; there he was com- 
fortable, happy, and felt quite himself. His brother 
left for awhile.and on returning in about twenty 
minutes found him in a state of unconsciousness. 
He was then taken to a hospital and prepared for 
operation. An enormous clot was found and re- 
moved, hemorrhage from the middle meningeal 
artery was stopped, and the wound was closed, with 
a few strands of silk worm gut drainage. The 
rapid onset of the second period of unconsciousness 
was a bad symptom and caused me to give a bad 
prognosis. Owing to the size of the clot its pres- 
sure had caused an anemia of the brain cells, lasting 
so long that they never regenerated and left him 
demented, although he was able to walk from the 
hospital at the end of three weeks. 

If the pressure is sufficient to cause an anemia 
of the brain cells, lasting for twelve minutes or 
more, they will not regenerate ; and when brain tis- 
tue is torn or diseased, it never heals. The process 
may be abated but the injury caused to the brain 
substance remains permanent. In fracture of the 
skull, whether compound or simple, punctured or 
closed, the recognition and emergency treatment are 
the same. But when the skull is broken through 
and its fragments penetrate or depress the brain, 
it is highly probable that considerable injury has 
been done the brain. An immediate operation is 
imperative. Or the skull may be simply contused, 
causing a rupture of a vessel below or an opening 
of the lateral sinus, resulting in fatal hemorrhage. 
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Again the bone in the frontal region may be liter- 
ally crushed and yet no grave symptoms arise, but 
still the amount of bone involved usually gives one 
an idea of the condition underneath. Fracture of 
the vault of the skull without basilar fracture is 
more rare than is usually supposed. The latter 
occurs in two-thirds of all vault fractures. Eighty- 
five per cent. of all fractures of the base originate 
in the vault. Skull fractures, regardless of their 
first innocent appearance, should be carefully 
watched, especially the puncture variety, so often 
overlooked. Basilar fractures are much more dan- 
gerous to life than vault fractures. First, because 
greater trauma being necessary to cause them, nec- 
essarily more cerebral disturbances are produced ; 
second, owing to the vital centers here located; 
third, on account of danger of sepsis. 

Fractures at the base of the skull are very diffi- 
cult generally ; they usually involve the petrous por- 
tion of the temporal bone with hemorrhage from 
the ear, mouth and nose. 

This is always looked upon as a fairly accurate 
diagnostic sign. The mortality in base fractures is 
extremely high, due to the shock and brain lacera- 
tion, and many succumb in their first few hours. 
In an analysis of thirty-five cases of compound 
fractures of the base of the skull, admitted to the 
hospital, all presented the classical picture of frac- 
ture of the base to which was added bleeding from 
the nose, mouth and ears. Of these thirty-five pa- 
tients, fourteen died, and twenty-one recovered, 
either completely or partially, but in condition to 
walk from the hospital. This is a general mortal- 
ity of 40%; six died during the first forty-eight 
hours, all in primary shock. Eight died after the 
third and before the fifteenth day, after partially or 
wholly recovering from the shock of injury. Of 
the eight, five died of meningitis, and one of sec- 
ondary hemorrhage; in the other cases the cause of 
death was unknown. From the foregoing, we can 
see that the mortality is still high in those cases that 
survive the primary shock, in this series twenty- 
three per cent. 

Diagnosis of fracture of the vault may offer diffi- 
culty, particularly in cases of linear fissure, and 
those involving the inner table alone. 
more apt to be misled into a diagnosis of fracture 
by the peculiar feel of the infiltrated edge of a sub- 
aponeurotic extravasation, rather than to overlook 
one that really exists in fractures of the base. We 
rust particularly depend upon the symptoms which 
we have been taught to recognize rather than any 
direct evidences of trauma, or bony lesions. Evi- 
dences of intracranial or extracranial bleeding, 


But one 


either free or into the tissues, is of great value; 
bone injury gives only a comparative knowledge as 
to the severity of the injury and the amount of 
trouble below. 


Concussion, Contusion and Compression.—These 
terms, though used interchangeably, have quite dif- 
ferent degrees of meaning, although any of these 
conditions may come from like injuries. The three 
fit so closely one into the other that it is hard to 
say where one begins and the other ends. Concus- 
sion and contusion are the effects solely of trauma- 
tism; should hemorrhage follow such an injury, or 
the accumulation of exudate within the intact cran- 
ial cavity, there develops cerebral compression. In 
concussion an individual may be momentarily 
stunned by a slight blow on the head with no un- 
toward after-effect, while a more severe blow may 
lead to temporary loss of consciousness, with dizzi- 
ness and headache, which may persist for a time. 
A more violent blow may produce unconsciousness 
and leave the victim mentally disturbed for hours 
or days. Disturbances of consciousness are essen- 
tial to concussion, and as unconsciousness disap- 
pears, evidence of cerebral disturbances appear; 
there are headache, nausea, vomiting, subnormal 
temperature, cardiac and respiratory changes. And 
when the patient rallies there is a loss of memory. 
or knowledge of the injury. The pupils early in 
the injury are apt to be contracted. Any cranial 
injury that results in concussion must be given a 
guarded prognosis. Concussion with or without 


- laceration, usually occurs at the tips of the temporal 


and base of the frontal lobes, and usually opposite 
the external impact which caused it. These lacera- 
tions frequently occur in company with base frac- 
tures because the same injury that causes the lacera- 
tion also causes the fracture. 

Compression may occur in many ways, either by 
the accumulation of new substances or an abnor- 
mal accumulation of the normal cerebro-spinal 
fluid. Thus a tumor, a new growth, an oozing 
hemorrhage or anything that will encroach upon 
the space occupied by the brain causes compression 
unless the process is destructive to brain tissue; 
then it may proceed for a long while without pro- 
ducing diagnostic symptoms. Should there be 
present an abundance of cerebro-spinal fluid, and 
an attempt is made to release it by lumbar puncture, 
the removal of the pressure from below would cause 
the pressure above to wedge the medulla and cere- 
brum into the foramen magnum causing sudden 
death. 

The blood pressure often gives a direct clue to 
cranial injuries. With increased intracranial pres- 
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sure, one expects a corresponding increase in the 
blood pressure unless the patient is in a profound 
shock. The three most common pathological condi- 
tions that influence blood pressures are: first, kid- 
ney lesions, particularly the contracted types of 
chronic nephritis; second, arterial sclerosis of the 
main trunks; and third, increased intracranial pres- 
sure from whatever source, blood clot, neoplasm, or 
an excess of cerebro-spinal fluid. 

Treatment: Whatever is to be done, must be 
done at once, if as in the case of middle meningeal 
hemorrhage one cannot with safety await the pa- 
tient’s removal to a hospital, and the preparation 
of instrument rooms and patient for operation. But 
a simple effective treatment advised by Murphy is 
easily and quickly accomplished by ligation of the 
external carotid artery which gives off the internal 


maxillary and this in turn the middle meningeal, 


which enters the skull through the foramen spin- 
osum. The patient being unconscious no anesthetic 
is needed ; instruments can be sterilized in burning 
alcohol; sterilize the skin with tincture of iodine, 
cut through it, expose the external carotid artery 
at the cornu of the hyoid bone just below where 
the digastric crosses it, and tie. The ligation of 
this artery is not a serious proposition. The middle 
meningeal artery being an end artery it does not 
bleed from collateral branches when the direct 
source is shut off. Here we are confronted. again 
by the necessity of distinguishing between the man- 
agement of the fracture itself and the complica- 
tions. Rather simple rules can be laid down for 
the fracture. The treatment of the vault is usually 
the correction of the deformed fragments, rather 
than correction of the cérebral complications. In 
fractures of the base quite the reverse obtains: a 
more critical intracranial complication is present, 
and deformity is rare. In basal fracture, rest, 
quietude, and ice cap are advisable, and sedatives 
when there is great restlessness; free movements 
of the bowels with saline; the nose and ears to be 
swabbed out with antiseptic,—but never washed,— 
and plugged with sterile cotton. In cerebral com- 
pression, the treatment consists in removing the 
cause: the cloth, the depressed bone, tumor, or 
abscess. Lumbar puncture with the idea of remov- 
ing fluids and relieving pressure is a dangerous pro- 
cedure, as stated above; the cerebro-spinal fluid 
should be removed by trephine through the skull 
rather than through the spinal canal. Venesection 
should be resorted to in order to lower the blood 
pressure and deplete the brain; tumors and ab- 
scesses are to be removed by the usual method. 
When operating for tumor or depression from frac- 


ture the exact area involved need not be perfectly 
mapped out, as was necessary in times when only 
trephine openings were made. Now we raise a 


. large flap of bone arid can clearly see the condition 


of the underlying ‘meninges, as well as the brain 
and interior of the skull. 


BLOOD PLATELET EXTRACT, A PHYSIO- 
LOGICAL HEMOSTATIC, IN NOSE AND 
THROAT SURGERY. A PRELIM- 
INARY REPORT. 

Louis G. Karemprer, B.S., M.D., 


Adjunct Laryngologist, Mt. Sinai Hospital; Assistant At- 
tending Laryngologist, Riverside Hospital : 
Sanatorium for Tuberculosis. 


New York City. 


In 1913 Anton Fonio, first assistant in Kocher’s 
clinic in Basel, published the results of his search 
for a physiological hemostatic substance. He suc- 
ceeded in obtaining a body from the blood plate- 
lets which he claimed was permanent but the exact 
structure of which was not known. 

The active principle of the coagulation of blood 
is thrombin (fibrin ferment) which transforms the 
fibrinogen into fibrin. Thrombin depends for its 
production upon two mother substances to which 
the names thrombogen and thrombokinase, respec- 
tively, have been given. Of these thrombogen is a 
very delicate and unstable body whilst thrombokin- 
ase is of a more stable nature. 

It has been ‘demonstrated that extracts of differ- 
ent tissues all contain substances capable of coagu- 
lating blood or of accelerating its coagulation. 
These various tissue extracts are believed to be 
thrombokinase which, according to some authorities, 
is present in all tissues. According to Fonio the 
blood platelets are extraordinarily rich in thrombo- 
kinase. He holds that the blood platelets are the 
real source of thrombokinase and that the hemo- 
static properties of a tissue extract depend upon 
the blood platelets contained in it. Working on 
this hypothesis he made extracts of blood platelets - 
which he got by the fractional centrifugalization of 
large quantities of animal blood. 

The resultant substance, which has been called 
coagulen, is a yellow, granular powder of a peculiar 
odor and with a somewhat sweetish taste. Its exact 
composition is not known but it is either the body 
thrombokinase (Morawitz) or something closely 
allied to it. It is soluble in water and can be sub- 
jected to a temperature of 100°C. for several 
minutes without losing its identity or deteriorating 
in its activity. In isotonic salt solution it can be 
injected into the veins without causing thrombosis 
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either at the site of injection or remotely. Its action, 
so far as I have been able to determine, is the same 
in different specimens. 

In solution coagulen does not keep for more than 
a few hours and it is best prepared immediately 
before using. The powder should be dissolved in 
sterile normal salt solution, and their solution may 
be resterilized by boiling for a few minutes. For 
intravenous and subcutaneous injection Fonio rec- 
ommends a 344% solution, although other observers 
have used it in 5% solutions without untoward 
results. 

I have used it in a 10% solution, locally, in the 
nose and throat as a post-operative hemostatic and 
while yet there is only a small number of cases to 
draw from I can confirm the results of Fonio, that 
coagulation is both more rapid and more intense 
when the coagulen solution is applied to the wound. 

Most of the cases in which I used coagulen were 
of hypertrophied tonsils and adenoids, about twen- 
ty-five in number. It was used both in patients at 
the Mount Sinai Hospital and in private practice. 
Among the number were several adults. The cases 
were all operated upon under general anesthesia and 
the operation in every case was complete tonsillec- 
tomy, the tonsil being freed with a dull broad- 
bladed elevator and removed with a cold wire 
snare. Pi: 

During the operation the mouth is kept free from 
blood and mucus by aspiration with a motor-driven 
suction pump. The anesthesia is. administered 
through the same apparatus. The constant aspira- 


tion of blood and mucus gives a clear field and mini- _ 


mizes the danger of trauma to the neighboring 
structures. It also renders it possible to accurately 
determine the amount of hemorrhage that follows 
the removal of the tonsil. Immediately after the 
tonsil is out a sponge that has been dipped into a 
freshly prepared 10% solution of coagulen is placed 
in the fossa and gentle pressure is maintained for 
about a minute. Usually when the sponge is re- 
moved there is no further bleeding. Occasionally, 
in those cases where there has been considerable 
hemorrhage after the removal of the tonsil, there 
may still be a little bleeding. This has always been 
controlled by further application of the solution. It 
has not been found necessary to ligate a vessel in 
any of these cases. 

The other tonsil is removed in the same manner. 
The field is almost entirely free from blood. The 
adenoidectomy, which is done in the usual way with 
the curette, is attended with surprisingly little hem- 
orrhage. 

In none of the cases was there any post-operative 


hemorrhage. The patients made quick and un- 
eventful recoveries. The children were willing to 
play soon after recovering from the anesthesia and 
the adults expressed themselves as feeling perfectly 
well, 

With, this adjunct I believe that post-operative 
tonsillar hemorrhage can be obviated and that ton- 
sillectomy can be done in the adult on both sides 
at the same sitting without any danger of serious 
bleeding. 

In the nose my experience has been confined to 
only a few cases, sub-mucous resection of deviated 
septa and middle turbinectomies. In the turbinec- 
tomies the nose was packed, up to the wound, with 
gauze wet with the solution. At the end of twelve 
hours the packing was removed. There was usu- 
ally no bleeding. Sometimes there was slight ooz- 
ing, which subsided of its own accord in a few min- 
utes. 

In the submucous resection cases the nose was 
packed with gauze wet with the coagulen solution, 
a piece of sterile rubber tissue being first inserted 
so as to overlay the incision. After packing the 
nose the rubber tissue was removed, leaving the 
edges of the incision in contact. These packings 
were allowed to remain twelve hours. When they 
were removed there was little if any oozing, the 
edges of the incision were in approximation and 
there was never any hematoma between the layers 
of mucous membrane. It was never found neces- 
sary, either in the submucous resections or in the 
turbinectomies to pack the nose a second time. 

Although this has been a rather meager experi- 
ence as to the number of cases, it has, I think, been 
sufficient to substantiate the claims of Fonio that 
the extract of blood platelets is a physiological 
hemostatic the use of which is not followed by un- 
toward results. As to the permanence of the prepa- 
ration, I am using today extract that was made al- 
most a year ago. 


CONSERVATION OF INJURED FINGERS. 

Injured fingers should never be amputated simply 
because the soft parts have been scraped or cut 
away from the bone. Such fingers, denuded of the 
integument and muscles, may often be made use- 
ful members by thrusting them into a pocket made 
beneath the skin of the abdomen or thigh, and 
keeping them there with sutures for about two 
weeks. By such a plastic operation a cutaneous 
covering can be given to the d-nuded bones. To 
amputate them before endeavoring to cover them 
with integument in this manner is bad surgery in 
very many instances.—J. R. Roperts, in The Thera- 
peutic Gazette. 
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FOREIGN BODY CREPITUS IN THE 
UTERUS. AN UNUSUAL PHYSICAL 
SIGN IN GYNECOLOGICAL EXAM- 
INATION. WITH A CASE 
REPORT. 


I. C. Rusin, M.D., F.A.C.S. 
New York. 


Foreign bodies in the uterus are ordinarily intro- 
duced during masturbation, for contraceptive pur- 
poses, or to overcome sterility and dysmenorrhea, 
and if broken within the uterus, they are con- 
sciously missed by the patient or physician. Rarely 
an instrument is unconsciously broken during in- 
trauterine manipulation and the fragment is left 
in without the knowledge of the patient or the 
physician. The consciousness of the surgical acci- 
dent is in the vast majority of instances equivalent 
to the diagnosis. 

The following case is ‘one in which the patient 
had no knowledge of any instrument having been 
introduced with the object in view either to prevent 
conception or to overcome sterility, and erotic causes 
could also be excluded. She was twenty-five years 


old at the time of examination, had married at’ |, 


eighteen and was childless. Soon after marriage 
she had a period of amenorrhea for three months,,. 
considered herself pregnant and had what she re- 
garded at the time as a miscarriage. She stated 
that curettage was not deemed necessary. She did 
not become pregnant after that. Her menses began 
at fifteen and were regular prior to her miscarriage, 
were painless and of four days duration. Dys- 
menorrhea set in soon after and two years later 
she sought relief from both pain and sterility and 


underwent a curettage and dilatation of the cervix. 


Neither of these symptoms was improved. In June, 
1915, she presented herself at the gynecological 
clinic for advice. Examination revealed a fairly 


nourished individual, one who meget be assumed 
to be in good health. 

The cervix was small, the external os moderately 
open, the body of the uterus sharply anteflexed and 
slightly enlarged. On bimanual palpation I was 
surprised to elicit a sense of crepitation which on 
repeated examination was unmistakeable. This 
sensation was confirmed by my associates of the 
clinic. The uterine sound entered the external os 
readily but met obstruction at about the level of the 
internal os. With increased flexion of the sound 
the internal os was passed and a very distinct grat- 
ing was both felt and heard. It was evident we 
were dealing with a foreign body within the uterus 
the exact nature of which could only be conjectured. 
There was no history of any surgical accident and 


the patient denied having resorted to devices for 
contraceptive or other purposes. We decided to 
have the abdomen roentgenographed. | In the plate 
there was not the slightest suggestion of a foreign 
body in the region where the uterus should be. The 
negative roentgen-ray picture while excluding any 
metallic fragment nevertheless did not exclude very 
young bone as for example a fragment of a fetal 
extremity. The sense of crepitation was so posi- 
tive that I determined to dilate the cervix in the en- 
deavor to remove the object. This was easily done 
and with the curette I removed three fragments of 
what proved to be a fetal bone. Two of these were 
very small while the largest was nearly an inch long 
by one-tenth of an inch thick. The uterine cavity 
was slightly dilated. There was thick dark blood 
which appeared as though it had been confined to 


Cross section of foreign body showing young bone-structure. 


the uterine cavity for some little while. The ob- 
struction was in all likelihood at the internal os. 

The dysmenorrhea appears to have been relieved 
The patient has had two normal menstrual periods 
since and on examination there is complete absenci. 
of the crepitus revealed at the first examination, 
It will be interesting to note whether the patient 
will become pregnant again and how soon. 

Epicrisis: The case calls to mind the very great 
rarity of retained skeletal fragments of fetuses in 
utero in spite of the prevalence of miscarriages at 
various stages of gestation. Lithopedia are by no 
means unknown but retention of an isolated shank 
of bone is, in the experience of the writer at least, 
a very uncommon occurrence. The fragmentation 
of the bone was in all probability due to repeated 
contractions of the uterine muscle in an attempt 
to expel it. 
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THE LATEST METHODS OF EXAMINING 
THE GENITO-URINARY TRACT WITH 
THE ROENTGEN RAY. 
Witiiam.H. Stewart, M.D., 

New York, N. Y. 


The title of this communication may give the 
impression: that I have some new technic to ad- 
vocate in the roentgen examination of the genito- 
urinary tract; if so, I wish to state that much the 
same methods are used to-day as were in vogue ten 
years ago, the advancements being in the improve- 
ment of the apparatus whereby we are able to ob- 
tain more satisfactory roentgenograms, in the abil- 
ity to more accurately interpret the shadows ob- 
tained and in “team work” with the cystoscopist. 

Given a case with symptoms suspicious of a 
calculus, what are the latest methods of examina- 
tion ? 

One of the most important is the proper prepa- 
ration of the patient. My recommendations are: 


A dose of castor oil two-hours after the evening 


meal, the night before the examination; on the 
following morning a breakfast of coffee.and roll at 
7:00 A. M.; at 10:00 o’clock, one or two.colon flush- 


ings until the return is clear, the abdomen. relaxed . 


and the bowel free from gas. The examination to. 


take place about 1:00 P. M. It is especially desirable , 
to rid the colon of all gas, for the dark shadows pro- ; 
duced by it obscure the light kidney outlines and. 
overshadow small or soft calculi in the urinary» 


tract; the thorough cleansing is also necessary on 
account of the frequent complicating shadows cast 
by bowel contents such as hard fecal masses or 
enteroliths. 

When the patient presents himself for examina- 
tion it should be explained that in order to obtain 
satisfactory roentgenograms all motion of the body 
must be suspended during the exposure. He is told 
that it is essential to “hold his breath” in full in- 
spiration while the tube is lighted—inspiration is 
suggested in order that we may take advantage of 
any downward excursion of the kidney and obtain 
its shadow as far below the free border of the 
ribs as is possible. It is always well to rehearse the 
procedure once or twice before making the actual 
exposure. It is also explained that, in order tc 
place any value on our negative diagnosis, the 
entire tract must be covered as it is well known 
that clinical symptoms frequently occur on the side 
opposite to the one where the calculus is fourd. 

The patient is then placed in the prone position 
on a special stereoscopic table. Attention is first 
given to the kidney opposite the side which is giving 
the most clinical symptoms; this is done in order 


to lessen the chance of -obtaining unsatisfactory 
roentgenograms of the affected side, as there is 
great liability that the patient will not carry out his 
part with accuracy during the first exposure. 

A tube that is commonly called “soft,” but of 
good penetration, is properly adjusted ‘in a stereo- 
scopic tube-stand to which is attached a contracted 
diaphragm and cone with an outlet of five inches. 
The special cone lined with corrugated lead, sug- 
gested by Doctor Hickey of Detroit, is used, as it 
seems to control and “cut off” many of the sec- 


ondary rays which so often are the cause of “flat” ~ 


plates and blurred detail. The tube is centered 
between the eleventh and twelfth ribs of the side 
to be examined and tilted enough to just escape 


- the free border of the ribs. An aluminum cup three 


millimeters thick is attached to the outlet of the 
cone; this acts both as a protection to the patient— 
filtering out the dangerous soft rays—and as an 
excellent aid in obtaining efficient compression. 

Having previously properly centered the tube to 
the plates, firm compression is made, the patient 
aiding the slipping of the cup-covered cone under 
the free border of the ribs by full inspiration. A 
soft cotton pad placed under the cup will often 
aid in obtaining, without protest from the patient, 
full and complete compression; this is most essen- 
tial in order to obtain good kidney outline. 

When the apparatus is properly set, the patient 
is amply warned and given time to take and hold 


‘the full inspiration. An exposure is quickly made 


of fifty milljamperes for about five seconds. This 
procedure is then repeated as we should obtain at 
least two roentgenograms of each region examined. 
The same technic is then followed on the opposite 
side. 

We then proceed downward, making roentgeno- 
grams of the ureteral region, the same method be- 
ing used except that the central ray is directed at 
right angles to the center of our plate, both ureters 
being covered by one exposure. 

When we come to the bladder and lower ureteral 
region it is customary to routinely make a stereo- 
scopic examination—this is done in order to rule 
out the shadows which so commonly occur in the 
pelvis and which might be mistaken for calculi in 
the urinary tract. The method of procedure is as 
follows: Having tilted our tube toward the feet 
of the patient sufficiently that the cup on the cone 
will slip just beneath the symphysis pubes, the tube 
is centered to the middle of the plate; the tube 
holder is now moved 1% inches to the right of the 
center point and the cone is tilted slightly toward 
and to the center of the plate. Everything being 
in readiness, the patient is placed on the table and 
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firm compression is made, followed by about the 
same exposure under the same conditions as used 
on the kidney regions. The exposed plate is then 
automatically shifted to a protected position, at 
the same time one unexposed slips under the pa- 
tient; the tube is again shifted 134 inches to the 
left of the center point and the cone again tilted 
toward the center of the plate, followed by compres- 
sion to correspond to the amount used with the first 
exposure, this having been previously recorded on 


a sliding scale on the tube stand; the second plate 


is now made. This, then, is the complete method 
of making the preliminary examination. 

If the results are positive, the suspicious shadow 
being apparently within the kidney, the confirma- 
tory examination, which should always be made, is 
taken stereoscopically ; this method enables us, with 
few exceptions, to determine definitely the location 
of the calculus within the kidney. If, however, 
the shadow of the possible stone is seen to be con- 
siderably outside of the normal zone of the kidney 
pelvis and the surgeon desires more accurate in- 
formation as to its location, or where necessary to 
exclude enteroliths, gall stones, calcified costal 
cartilages and glands, or skin defects such as warts 
and moles, then the use of some solution of a silver 
salt or thorium injected into the pelvis of the 
kidney through the ureter is called for and the 
roentgenograms when taken stereoscopically will 
give the exact relation of the kidney pelvis to the 
suspected shadow. 

This method is also called for in investigations 
for ureteral kinks, hydro- and pyronephrosis, etc. 
Doctor Manges of Philadelphia has suggested that 
all special roentgen investigations of the ureters and 
kidney pelvis by means of styletted or roentgen-ray 
catheters or with injections of solution of drugs 
that cast shadows, should be made in conjunction 
with direct observations on the fluoroscopic screen, 
that the passage of the catheters or the injection of 
the solutions be entirely under the visual direction 
of the roentgenologist. Knowing that most of the 
disastrous results from these procedures are direct 
trauma to the interior of the kidney pelvis by the 
catheters or from the solution being injected into 
the renal pelvis under too high a pressure, the 
method certainly is appealing. 

If the shadow lies above the pelvic brim within 
the normal line of the ureter a stereoscopic con- 
firmatory examination should be made; this will 
give us most accurate information as to the exact 
size, shape and location of the suspected calculus. 
Should there be any question, however, as to 
whether the shadow lies within the ureter or not, 
then the “stereo” examination should be repeated 


after a styletted or roentgen-ray catheter has been 
introduced. 

Below the brim and within the bony pelvis, we 
must not place too much dependence on the fact 
that the suspected shadow is seen to be out of line 
of the normal ureter; the ureters may lie in ab- 
normal positions. It is in this locality that the 
catheter is most frequently required, for we often 
have to differentiate a calculus from many adven- 
titious shadows, the most common of which are 
cast by fecal concretions, spiculae of bone, small 
calcareous bodies called phleboliths, folds of in- 
testines, foreign bodies, drugs in the intestinal 
tract and calcified arteries or glands. 

Experience has taught us that even when the 
catheter is used the case must be examined stereo- 
scopically as the suspected shadow may lie directly 
in the line of the ureter and a single flat plate would 
be deceiving. 

Should surgical measures be contemplated it is 
always well to have a roentgen examination made 
within twenty-four hours of the operation, since a 
calculus is very apt to change its position, especially 
after the manipulation incident to catheterization. 

From the above description of our technic it is 
readily seen that to properly examine the genito- 
urinary tract considerable time and attention to 
every detail is required; lack of these are respon- 
sible for many errors in the roentgen diagnosis. 

Braasch and Moore of the Mayo Clinic in a 
recent communication state: “It is doubtful if an 
accurate diagnosis of stone in the ureter can be 
made from roentgenographic data alone in more 
than 60% of cases.” This low figure cannot, in 
my judgment, be accepted as final. Possibly such 
a large percentage of failures is due to the fact 
that the roentgenologist is unable to give sufficient 
time and personal attention to the detail necessary 
in these cases, inasmuch as he frequently has in 
his department, I understand, as many as sixty 
patients to examine in one day. In Cabot’s 127 
cases recently published, eight, or 6 per cent., were 
persistently negative ; this he believes is more favor- 
able than will be found in a larger series where he 
estimates that the roentgen-ray as used at the pres- 
ent time in competent hands fails to detect stones 
in between 10 and 15 per cent. of the cases. 

New York roentgenologists such as Caldwell, 
Cole, Jaches and LeWald do not concede failures in 
any such high percentage. Baetger of Johns Hop- 
kins, however, states that his negative findings in 
positive cases amount to about 25 per cent. 

While I am not in position to give accurate fig- 
ures, my experience would suggest failures in about 
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5 per cent. of renal and ureteral calculi and about 
10 to 15 per cent. in vesical calculi. 

What, then, are the causes for such failures and 
what means must we use to overcome them? The 
question of imperfect technic has already been 
taken up; next in order is error in interpretation— 
this may be due to lack of careful study of the finer 
shadows, which only experience can overcome, or 
to the location of the calculus the shadew of which 
may overly some of the’ bone structures; here the 
stereoroentgenograms are of extreme value; when 
examined in the stereoscope the stone is seen to 
stand out well away from the bones. 

As the density of the shadow of a calculus is in 
direct proportion to the amount of calcium it con- 
tains it is obvious that stones of pure uric acid, 
which have a very low atomic weight, will not be 
shown by the roentgen examination. This is well 
illustrated in vesical calculi where a large propor- 
tion of cases consist of pure urates; this accounts 
for the higher percentage of failures in this lesion, 
although we believe, where necessary, the difficulty 
can be greatly overcome by inflating the bladder 
with air before making the exposure. 

It must be remembered that the number of cases 
where we fail to show the calculus on account of its 
composition may vary in different localities and this 
variance may explain the discrepancies in the per- 
centages of failures. That we do have in this 
locality an occasional calculus of pure uric acid 
there can be no doubt, but this fact should not be 
used to cover up errors in interpretation or im- 
proper technic. 


CONTROLLING THE BOWELS AFTER RECTAL OPERA- 
TIONS. 

General surgeons are divided in their method of 
controlling the stools after rectal operations. Many 
purge the patient, liquefy the feces, and keep him 
busy and miserable through his frequent visits to 
the toilet, while others administer an opiate and 
tie up the bowel for days, procedures to be con- 
demned because the former insures continuous irri- 
gation and favors infection through soiling the 
field with fluid feces and the latter leads to excru- 
ciating pain and tearing open of the wound when 
accumulated, dry, and nodular fecal masses are 
evacuated. 

The writer keeps his patients on a regular diet 
and does not order a laxative unless the stools are 
hard, when he prescribes mineral oil, fruit, or other 
laxative in small doses to soften but not liquefy 
them, for at one sitting semisolid pieces are evacu- 
ated without pain or injury—S. G. Grant, in the 
Medical Record. 


BACKACHE IN GENITO-URINARY 
DISEASES.* 
J. L. M.D., 


Visiting Genito-Urinary Surgeon, Philanthropin Hospital, 
Attending Urologist, German Hospital Dispensary. 


New York City. 


Both organic and functional genito-urinary lesions 
may cause pain in the back. 

1. ORGANIC LESIONS. 

Before proceeding it may not be amiss to recall 
that the nerve supply of the kidney is derived from 
the renal plexus, which communicates or associates 
with other important plexuses notably the sper- 
matic. 

Further there are two areas which are more or 
less defined and which are known as the anterior 
and the posterior renal pain areas. The anterior 
area is at a point about two inches below and inter- 
nal to the tip of the 9th costal cartilage. 

The posterior area is at the angle formed by the 
last rib and the erector spinae group of muscles. 

Perinephritic Abscess. 1. Hematogenous or 
primary variety. When the abscess is hematogen- 
ous in origin, as in the course of scarlet, typhoid, 
tonsillitis, pneumonia, etc., there is a distinct pain 
symptom. 

There is pain in the back in the kidney region 
which is generally mild at first and sooner or later, 
according to the type of infection, gets severe. The 
pain may radiate to the shoulder or arm, but fre- 
quently it passes down to the scrotum or labium. 
This pain in the post-renal region is generally in- 
creased by movement such as violent respiration, 
coughing, and sneezing. 

With the pain go the other symptoms—tenderness 
on palpation in.the posterior renal region and even 
the anterior fever, rigidity of the thigh on the same 
side, psoas contraction, etc. 

2. Secondary Abscess, by continguity from the 
gall bladder, appendix or the kidney proper. 

The pains are the same as those of the primary 
type except that they are superimposed on the 
symptoms of complicating gall-bladder, kidney or 
appendix disease. 

Renal Calculus. Pain is present in over 70% of 
the cases of renal calculus and is felt in the pos- 
terior renal area and if the pain is severe it even 
is felt in the anterior renal area. 

The pain in renal calculus may be one of three 
varieties. 

1. Fixed or constant; 2. Renal colic; 3. Referred 
pain. 


* Read before the Yorkville Medical Society of N. Y., May 17, 1915. 
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Ist. Fixed pain. Usually in the posterior renal, 
or so-called costo-muscular angle, there is a con- 
stant backache, varying in intensity. This backache 
is usually increased by movements such as jarring, 
walking over rough roads, jumping, motoring, etc. 
According to Fenwick these patients have backache 
and discomfort on sleeping on the affected side; he 
believes it to be due to inflammation of the renal 
pelvis. The backache in these cases is sometimes 
so severe that the patient in walking bends toward 
the diseased side and slightly flexes the thigh so as 
to relax the psoas, a characteristic attitude. 


The pain varies with the size, number, shape and 
smoothness of the stones and the presence or ab- 
sence of pelvic involvenient. 


Large stones may give a little dull backache. 

Small stones in the calyces a little more ache than 
the above. 

A rough stone in the pelvis gives the worst pain. 


2d type. Renal colic. This commences as a pain 
in the anterior or posterior renal area, in the latter 
case as a backache, and shoots down along the 
ureter and is radiated to the testicle or labium. It 
is not a backache for long, but there may be a his- 
tory of fixed backache followed by a severer back- 
ache and then the colic. 


3d type. Referred pain. There is always a his- 
tory of fixed backache, and later referred pains in 
testicle, labium, bladder and even the other kidney. 
This last symptom is important and is known as the 
reno-renal-reflex. 

Perinephritis. This is of two types: 1. sclerotic; 
2. fibro-lipomatous. Both are the result of chronic 
inflammation of the kidney notably pyelonephritis, 
pyonephrosis, calculus and tuberculosis. Both types 
cause backache, varying in severity with the pri- 
mary disease. 

Adrenal Tumors. Chief among these is the hy- 
pernephroma. Here there is a severe backache 
when the tumor is large, and very often pains are 
referred along the nerves affected by the infiltrat- 
ing growth. Of course the chief symptom is the 
hemorrhage and not the pain. 

Renal Tuberculosis. Three types are recognized. 
1. miliary; 2. ulcero covernous; 3. massive. The 
pain symptom is alike in all three unless there is a 
large amount of perinephritis as in the massive type 
and many adhesions, when the pain is severe. 

There is, as a rule, little or no backache in miliary 
and ulcero-covernous renal tuberculosis; occasion- 
ally there is a dull ache. The patient says he feels 
easier when not lying on the affected side. 


Aseptic Pyelonephritis. 1. Acute retention pro- 


duces a dull backache, according to Guyon and 
Albarran. 

2. Excretion of irritants as turpentine, santal, 
copaiba, bichloride of mercury, etc., also causes dull 
backache, bilateral as a rule. 


3. Chronic urinary obstruction such as stricture, 
enlarged prostate, etc., causing back pressure on the 
ureters and pelvis and finally a pyelonephritis, 
causes thus a dull bilateral backache. 

Bacterial Pyelonephritis. 1. primary; 2. second- 
ary. 

1. Primary or hematogenous pyelonephritis may 
be (a) hyperacute or fulminating; (b) acute; 
(c) subacute or chronic. All of these types are 
marked by pain in the back varying from an ache 
to the most violent pain according to the severity of 
the process. We must differentiate these pains 
from those of perinephritic abscess, but fortunately 
cystoscopy and catheterization of the ureters do this 
as a rule. 

The chronic cases of this disease have mild back- 
ache with vesical symptoms and are very often 
erroneously treated for cystitis. Unless catheteriza- 
tion of the ureters is done and proper treatment 
instituted in these chronic cases, we are allowing a 
severe chronic disease of the kidney to continue 
much to the detriment of the patient. 

2. Secondary pyelonephritis. This follows chronic 
diseases of the bladder or urethra, enlarged pros- 
tate, surgical operation on bladder and lower urin- 
ary tract, and instrumentation and is often called 
surgical kidney. The infection is often superim- 
posed on a chronic aseptic pyelonephritis, spoken of 
above. 

(a) Acute cases show among other symptoms 
pain in the back usually more marked over one 
kidney. 

(b) The chronic cases are more insidious. There 
is usually a slight renal aching, but the kidney is 
not tender as a rule. The ache, together with the 
history of prostatic, urethral or vesical symptoms 
in one who seems to be about to enter the state of 
chronic invalidism, should be a warning to have 
the primary lesions treated. Here only a very 
thorough examination can disclose the true cause 
of the ascending process. 


Pyelitis. This is a frequent and important cause 
of backache. It causes a dull ache in the chronic 
cases, and a sharper -posterior pain with high fever 
in the acute cases. 

Pyelitis of Pregnancy. This is usually a pyelone- 
phritis and gives as a rule a very severe unilateral 
backache. The entire picture is often acute, but the 
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cases vary to the chronic form which gives backache 
as a symptom. 

_ Pyonephrosis, due to stone, movable kidney, kid- 
ney of pregnancy or any ascending pyelonephritis. 

Intermittent pain at the onset of an attack is usu- 
ally pronounced. It is a constant, heavy, boring 
pain and is usually severe when the ureter is blocked 
and the sac is thus closed. When the pyonephrosis 
is open and the pus drains, there i is often complete 
absence of backache. 

Hydronephrosis. 1. Early, before very great en- 
largement, there is a constant dull aching at the 
costo-vertebra angle. 

2. Late, when there is a tumor formation, there 
is either: A constant closed hydronephrosis giving 
a dull ache in the posterior renal area; or, when 
intermittent, pain like those of Dietl’s crises of 
movable kidney. 

Abscess of the Kidney. This gives severe pain 
over the renal area of the affected side. 

Chronic Nephritis with Pain. This is often 
called neuralgia of the kidney. It is due to chronic 
Brights’ Disease, follows renal stone or other renal 
trauma. There is a thickening of the renal capsule 
with adhesions or fibrous perinephritis. 

Pain is usually in the posterior area of the af- 

_ fected side, and may be spontaneous, constant and 
unaffected by movement; or there may be attacks 
of colic. 

Tumors of the Kidney. Pain is a common symp- 
tom and usually shows as a backache. There may 
be ureteral colic due to the passage of clots. 

Backache in kidney growth is due to tension 
within the kidney capsule or is caused by engorge- 
ment of the kidney, or hemorrhage into the growth. 
The backache is usually constant and is unaffected 

_by movement and is only temporarily relieved by 
drugs. When the growth spreads beyond the kid- 
ney, the pain is then due to nerve involvement other 
than the renal plexus and may even take on the 
character of intercostal neuralgia. 

Growths of the renal pelvis, cause pain as above, 
but more often colics. 

Movable Kidney. Pain felt usually in one of two 
places, or both: 1 The angle formed by the last 
rib and the erector spinae muscles; or 2 about two 
inches below and internal to the ninth costal carti- 
lage. The anterior pain is more frequent than the 
posterior. Pain often comes on in Dietl’s crises. 
| Misplaced Kidney, often called pelvic kidney. 
Israel says “this gives pain in the corresponding 
lumbar region and occasionally simulates renal 
stone.” 

Injuries to the Kidney Without External Wound. 


Pain pointing to an injury of the kidney radiates . 


along the ureter, with retraction of the testicle. Pain 
is severe, particularly so with hemorrhage. 

Pain in the back is dull, heavy and deep-seated, 
and is increased by movements such as: coughing 
and sneezing. 

_ Other Lesions of the Kidney. Dermoid, polycys- 
tic kidney, solitary cysts, and hydatid cysts, peri- 


renal growths, bilharzia infection, actinomycosis 
and syphilis of the kidney may cause backache. 

Tumors of the Bladder. These may give poster- 
ior renal pain if near the ureteric orifices. 

Stricture of the Urethra. In tight stricture where 
muscular effort is necessary to empty the bladder, 
the back pressure may force the ureters and dilate 
them and then give the patient unilateral or bilat- 
eral backache of pyelonephritis, etc., from ascending 
infection. 

Prostatitis. Chronic prostatitis as a rule gives 
backache only when associated with renal infec- 
tions, as pyelonephritis, Sere: etc., or if the 
patient is neurotic. 

Most medical men have, it seems to me, the erron- 
eous idea that prostatitis, as such, causes a backache. 

Adenoma of the Prostrate. There is occasionally 
pain in one or both kidneys on micturition due to 
dilation of the ureters and back pressure on the pel- 
vis of the kidney. 

Malignant Tumor of the Prostate may cause pain 
in the sacroiliac synchrondrosis. ° 

Seminal Vesiculitis. Acute type. Pain some- 
times in the sacroiliac synchondrosis and low down 
in the lumbar region. — 

2. Chronic type. Symptoms chiefly sexual and 
neurotic. Pain occasionally in the saco-iliac syn- 
chondrosis and also referred pain low down in 
back. 

Epididymal and Testicular Conditions practically 
never give backache. 


FUNCTIONAL OR INORGANIC CONDITIONS 


Masturbation. Often the patient complains of 
severe pain in the back, and back weakness. Mas- 
turbation should be thought of in every patient com- 
plaining of backache where no physical signs can 
be found. 

Interrupted Intercourse or Conjugal Onanism. 
This practice, continued long, gives a train of symp- 
toms, chiefly reflex, from the spermatic to the renal 
plexuses, including backache. 

Sexual Excesses may also cause backache. 

Neurasthenia. Neurasthenia with almost any 
genito-urinary condition may complain of backache. 
Attempts at intercourse in a case of ejaculatio pre- 
cox may produce the most violent backache for 24 
hours. 
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CONCLUSIONS. 

1. In genito-urinary affections backache is a fre- 
quent smyptom. 

2. Kidney conditions cause more backache than 
any other genito-urinary condition. 

3. The frequency of backache as a symptom di- 
minishes as we descend the urinary tract. 

4. A psycho-sexual neurotic may have backache 
with almost any genito-urinary condition. 

‘5. With pain in the back as subjective evidence, 
and with cystoscopy, ureteral catherization, kidney 
function tests, pyelography, wax-tipped ureteral 
catheters and X-ray pictures, to provide objective 
evidence, we can convict or acquit the genito-urin- 
ary tract as the malefactor, in nearly all cases. 


LaTENT APPENDICITIS AND “INDIGESTION.” 

The most frequent cause of reflex indigestion is 
appendicitis, frequently associated with Lane’s 
kink. _In many cases there are no typical symptoms, 
the patient will deny any pain in the appendiceal 


Sometimes we may aid ourselves by inflating the 
colon with air and then elicit pain by pressure over 
the appendiceal region. In females a vaginal ex- 
amination sometimes aids in the diagnosis. The 
x-ray is of much help in some cases, especially when 
the appendix is retrocecal. When we find a stag- 
nation of the bismuth meal in the region of the 
caput coli, and often an appendix filled with bismuth 
which does not empty itself, we may feel sure that 
there is a pathological condition of the appendix. 
These vague ‘cases of appendicitis frequently pro- 
duce marked gastric symptoms, nausea, heartburn, 
fullness and distress after meals, and the patients 
are often treated for hyperacidity or pylorospasm, 
both of which may be present; but they are only 
reflex symptoms and the patient will get no perma- 
nent relief from McC tary, in the 
Pennsylvania Medical Journal. 


APPENDICITIS WITH Distant SyMPTOMS. 

Demo, the French surgeon, relates the particulars 
of six cases in Italian literature, and two in his 
own experience, in which reflex nervous phenomena, 
—kidney colic, pain during micturition, bladder 
tenesmus, cystalgia, smarting} in the urethra or 
priapism,—were the first signs of trouble which 
later proved to be appendicitis. The inflammation 
in the appendix evidently acted on the vesical, renal, 
hypogastric, or pubic plexus, inducing functional 
disturbance—P. D. Prasopy, in The Journal- 
Lancet. 


region and there is no rigidity of the abdomen. 


A BOOT FOR INJURIES INVOLVING 

WRIST. 

Burton A. WasHBurn, M.D., 
PapucauH, Ky. 


THE 


I am having good results in handling fractures, 
dislocations and wrist drop, with this boot, which 
is here illustrated as applied to a case of, fracture, 


Fig. 1. 


dislocation and wrist-drop. The palm section is 
oval, fitting into and covering the palmar surface. 
It has a steel strap attached that fits into the arm 


Fig. 2. 


cuff, and can be shaped to suit any case. In figure 
It illustrates the 


2 the palm section is removed. 
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complete control of the hand and joint regained 
after the use of this boot. Previous to applying 
this boot the contraction was so great that the re- 
lationship of the hand to the arm was a right angle. 

I have used this boot in a great many cases and 
I find that it meets the needs in supportive treat- 


Fig. 3. 
‘ment better than any other I have ever used. It 
is not expensive, it can be made quickly, it looks 
well and it gives the patient great comfort. 


RapiuM IN EPITHELIOMA. 
Radium used on squamous-celled epithelioma of 


“the skin gives excellent results. Depending on the 


depth of involvement slight variations must be made 
as regards the length of application; screening the 
apparatus, etc. Where there is a good deal of thick- 
ening of the edge of the ulcer, or it tends to be 
fungating, preliminary curettage hastens the cure, 
the radium plaques being applied a few hours later. 
Prolonged exposures using heavily screened ap- 
paratus which emits only the harder beta and gamma 
rays, should be given, and healing takes place with 
a minimum of inflammatory reaction—W. H. B. 
ArKkens in The Canadian Practitioner. 


Tue Excision oF ANAL FIssures. 
Fissures should not be excised because consider- 
able time is required, infection frequently follows, 
and the results are unsatisfactory. _This procedure 
consists in trimming the edges of the rent and clos- 
ing the wound by sutures or permitting it to heal 
by granulation and the operation is not effective ex- 
cept when accompanied by division or divulsion of 
the anal muscle—S. G. Gant, in the Medical 

Record. 


A NEW METHOD OF APPLYING PURE 
ACID CRYSTAL. 
Ap. Morcan Vance, M.D., F.A.C.S., 
LoulISsvILLE, KENTUCKY. 


Uniform cauterization by means of the pure acid 
crystal has always been difficult of accomplishment, 
particularly when applied to mucous surfaces, e. g., 
within the mouth, the nose, the vagina, the rectum, 
because of inability to properly hold the crystal 
within the grasp of forceps. In the cauterization 
of iesions, such as wounds, ulcerations, etc., situated 
upon cutaneous surfaces, similar difficulties are not 
so apparent, although accidents have occurred, the 
crystal getting lost below the collar or possibly ‘fly- 
ing” into an eye. 

After the removal of a diffuse papilloma from 
the roof of the mouth recently, desiring to cauterize 
the base with the pure acid crystal, a method was 
adopted which so far as I am aware has not hitherto 
been described. Remembering the manner in which 


Fig. 1. 


the old country negro carries his eggs, viz., placing 
them in the center of his handkerchief and bringing 
its corners together and tying them, the idea oc- 
curred to me that a similar plan might be utilized 
in holding the acid crystal. 

Placing a large crystal of pure monochloracetic 
acid in the center of a piece of sterile gauze cut to 
about the size of a nickel, the corners were brought 
together and grasped with small forceps, as shown 
in the accompanying illustration. With this simple 
device the base of the papilloma was effectively 
cauterized without the possibility of the crystal 


being released during the procedure. The deliques- 


cent nature of the acid is so marked that the full 
effect was thus secured through the gauze even 
without additional moisture. 
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This procedure is applicable, regardless of the 
anatomical situation of the surface to be cauterized, 
and obviously possesses manifold advantages over 
the methods heretofore suggested. 

Acid solutions are oftentimes ineffective, because 
of rapid deterioration; admixture with the secre- 
tions is unpreventable; the strength of the solution 
reaching the surface to be cauterized is always 
uncertain. 

By using the pure crystal according to the plan 
herein described, it is impossible for the crystal to 
free itself from the gauze container ; the application 
can be made exactly where desired; the effect is 
uniform; the ultimate result is certain and satis- 
factory. 


PREPARATION FOR ANO-RECTAL OPERATIONS. 

The common practice of surgeons purging pa- 
tients and deluging the colon before rectal opera- 
tions courts annoyance and infection, since the field 
of operation will be bathed with fluid feces, which 
delays the work, contaminates the wound, soils the 
dressings, and makes the patient uncomfortable 
afterward. 

For fistula, hemorrhoidal, fissures, polypoidal, and 
other minor operations but a few moments are re- 
quired to prepare the patient, which is done by hav- 
ing him inject a glassful of soapsuds into the rectum 
to bring away solid feces, after which the mucosa is 
mopped over with peroxide of hydrogen or other 
antiseptic, procedures which forestall many annoy- 
ances. When the bowel is to be amputated or re- 
sected for rectal procidentia, stricture, tuberculosis, 
or cancer three or four days’ preparation is required 
and the gastrointestinal tract is first cleansed by 
catharsis and colonic ichthyol 1 per cent. irrigations, 
and then tied up with an opiate or astringent which 
insures a dry field of operation. 

The parts are never shaved, except where sutures 
are used and primary union is anticipated because 
the hair stubs cause great annoyance.—S. G. GRANT, 
in the Medical Record. 


ROENTGEN-RAY EXAMINATION OF THE ALIMENTARY 
TRACT. 

In every examination of the digestive tract, both 
roentgenoscopy and roentgenography should be em- 
ployed. They should not be regarded as independ- 
ent competitive methods but as complementary parts 
of one method, for exclusive reliance upon either 
alone is likely to result in overlooking some im- 
portant feature of a case. Roentgenoscopy is par- 
ticularly necessary in examinations for gastro- 
jejunal ulcer—R. D. Carman, in the American 
Journal of Roentgenology. 


A MEANS OF CONSERVING NUTRITIVE 
VALUES IN HIGH LYING 
FECAL FISTULAE. 
_ Recinatp H. Jackson, M.D., F.A.C.S., 
Mapison, WIs. 


The formation of a temporary artificial anus or 
fecal fistula has undoubtedly served to save many 
lives in that class of desperate cases of intestinal 
obstruction where the help of surgery is sought 
as a dernier resort,—cases in which the life of 
the bowel is questioned and yet for good reasons 
the surgeon hesitates to resect. Occasionally in 
such cases it is impossible for the surgeon to avoid 
making the artificial anus in a rather high lying 
loop.of. the ileum, which results in a rapid loss 
of strength and marked emaciation in the patient. 

‘Recently in such a case, where it seemed that the 
patient was steadily losing ground, a marked change 
for the better was noted on adopting the following 
procedure: The nurse was instructed to save 
all the dressings which were saturated with the 
fecal discharge (which was profuse, necessitating 
change of dressings every three hours). These 
dressings were allowed to soak in a bowl of salt 
solution and then passed through a wringer. The 
fluid thus secured was then administered per rectum 
by the drop method. 


LABORATORY vs. CLINICAL DETERMINATIONS. 

_ Although I am as much an advocate of labora- 
tory methods as the most scientific younger sur- 
geon, yet they should not replace those powers 
of observation which are the great asset of the 
medical man. I fear a tendancy to do so, for the 
recent graduate dares not diagnose a fracture with- 
out x-rays, a typhoid fever without a Widal, 
syphilis without a Wassermann, and so on. We 
cannot always carry a laboratory or hospital ap- 
pliances about with us, so we should not depend 
too much on the use of mechanical means in diag- 
nosing disease and should not let our powers of 
observation atrophy. Time, no doubt, will remedy 
this state of affairs and things will bear their proper 
proportion to one another——FRANCIs J. SHEPHERD, 
in the Canadian Med. Assn. Journal. 


Jornt ConTRACTURE IN OSTEOMYELITIS. 

In nearly all forms of osteomyelitis there is a 
marked tendency toward contracture deformity at 
the neighboring joints; suitable splints should be 
provided. Especially at the ankle or knee a splint 
will often prevent drop foot or a knee contracture. 
—H. W. Orr, in The Medical Herald. 


% 
| 
id 
t, 
1, 
il 
n 
1 
t 
“4 
1 


- AMERICAN 
JournaL or Surcery. 


412 


EDITORIALS: 


.Novemser, 1915. 


American Journal of Surgery 


PUBLISHED BY THE 


SURGERY PUBLISHING CO. 


J. MacDONALD, Jr., M.D., President and Treasurer 


92 William St., N. Y., U.S.A. 
to whom all communications intended Ser the Editor, original 
articles, books for review, exchanges, business letters 
and subscriptions should > addressed 


SUBSCRIPTION PRICE, ONE DOLLAR. 


FOREIGN, SIX SHILLINGS 
Original Articles and Clinical Reports are solicited for publica- 
tion with the understanding that they are contributed exclusively 
for this journal. 
= is of advantage to submit typewritten manuscript; it avoids 
error. 


CHANGE OF ADDRESS. Subscribers changing their add 
should immediately notify us of their present and past locations. 
We cannot hold ourselves responsible for non-receipt of the Journal 
in such cases unless we are thus notified. 

ILLUSTRATIONS. Half-tones, line etchi 
trations will be furnished by the publishers wi 
drawings are supplied by the author. 


7 SPECIAL NOTICE TO SUBSCRIBERS = 
The “American Journal of Surgery” is never sent 
to any subscriber except upon a definite written order. 
Present and prospective readers please note this. 


s and other illus- 
photographs or 


WALTER M. BRICKNER, M.D., Editor 


New York, Novemser, 1915. 


A SURGEON’S PHILOSOPHY. 

“Know the truth, and the truth shall make you 
free” is an ancient injunction, yet despite its 
antiquity, and the countless generations of learned 
men who speculated upon it, its full significance 
was but dimly conceived until men like Virchow, 
in command of hosts of facts, loosed themselves 
from the toils of metaphysics and with the aid of 
scientific method, led humanity along the path 
toward that freedom which spells loving service 
in all walks of life, peace, health, and happiness. 
Such is the impetus to thought and the motive 
for action with which Morris’ “A Surgeon’s Phi- 
losophy’’* is apt to inspire us. For it is the scien- 
tific surgeon par excellence who is to work out 
man’s salvation, by beginning not with the soul and 
working downward as in the time-worn cults and 
creeds, but with the tangible, the physical, the 
things that he can see, as a basis. Actuated by a 
broad sympathy and a love of his fellow, he will 
apply the knife to the rank growths of superstition 
and fraud, and lay open to the health-giving sun- 
light the tiny shoots of truth. 

With characteristic directness the surgeon-phi- 
losopher lays the sharp edges to psychanalysis and 
Christian Science. “Christian Science, Freud, al- 
cohol and caffein are all alike,” says he, “in the 
sense that they relieve the stress of one morbid 
cordition by introducing another morbid condition 
in its place, the latter being more agreeable.” The 


*AS n’s Philosophy. Tomorrow’s Topics Series. By Robert 
7. Morrie } M.D., Doubl bleday, Page and Company, 1915. 


‘Froids, as:the author calls. the followers of Freud, 


(from “fraud” and “eidos”) disregard the physical 
entirely, For example, they represent a psychosis 
like dementia precox as a conflict in the mind, mak- 
ing it a metaphysical problem; the surgeon or bac- 
teriologist, puts it on a purely physical basis, as- 
suming that toxins were injuring the cells of duct- 
less glands, thus allowing an escape into the cir- 
culation of certain morbid secretions, which eventu- 
ally deprive cerebral lipoids of their oxygen-carry- 
ing power. 

Morris, by relieving many a psychotic of his in- 
voluted appendix has brought to a close his hysteria, 
bad dreams, and other symptoms. The Froids 
would have attempted a cure by suggestion, but 
the symptoms would have returned when the sug- 
gestion was withdrawn. His broadmindedness en- 
ables him to see, however, that even in fads like 
osteopathy, Christian Science, and other cults that 
find a following among the neurotics, there is often 
a thread of truth, even as “the medical profession 
learned the use of lobelia from the Indians, from 
a shoemaker the operation for vesical calculus, 
from a postmaster the method for sounding Eus- 
tachian tubes, from a monk how to use antimony.” 

His timely warning to psychiatry that it must 
first go over to psychology and bacteriology before 
it can be returned as a science is well worth heed- 
ing. Psychology, indeed, is even now taking 
charge of the feeble-minded. Because the psychia- 
trist must work arbitrarily from symptoms, he is 
apt to speculate. “In the field of psychotherapy,” 
says Morris, “we may look for as much sonorous 
high-class confusion in the next few years as we 
had in psychology in the last twenty years. 

“This is a comical world, to be sure, with its 
inconsistencies and hypocricies, but the satisfaction 
of men who are seriously and happily engaged in 
scientific study and welfare work is a perennial 
inspiration.” And there is plenty of work for the 
scientific surgeon of the twentieth century. The 
domestically unhappy, the anarchist, the militant 
suffragist, the political agitator, yes, and even the 
criminal, will need surgical treatment since they 
are the people in whom physical punctuation is at 
fault—the colon is often obliterated by bacilli, their 
terminal facilities are often sorely in need of re- 
vision, their periods of rest, nutrition, and recrea- 
tion, do not recur with the proper rhythm. Their 
toxins are not oxidized. 

“What is known as frigidity in both sexes is now 
understood to be due to hypothyroidism in many 
cases.” What a responsibility for the surgeon and 
bacteriologist of the future! 
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“Many thousands of cases will be removed from 
the divorce courts of tomorrow by the treatment 
which goes with attention to fibroid appendices, 
pyloric’ adhesions and sagging:colons, or by fixing 
loose kidneys and ¢orrecting dental defects.” “How 
many eases are there of marital infelicity dependent 
upon inefficient adrenal glands!” Many an un- 
happy marriage might be averted if the prospective 
bridegroom, instead of consulting a photograph, 
secures a radiograph, and notes perhaps the pres- 
ence of a narrow costal angle or a gastro-colic 
ligament at the level of the fourth lumbar vestebra. 
We do not think such a one will go to the minister 
first to pronounce the nuptial blessing, but to the 
surgeon, to save him from the modern Xantippe. 
Morris assures us that he has often told a patient 
that he or she will live happier with wife or hus- 
band after the operation, and that these same pa- 
tients often returned to tell him that he had pre- 
dicted truly. There will be needed no legislation 
for divorce, since the husband, beset by a nagging 
wife, will not blame nor make accusations of in- 
compatibility, but full of sympathy, will consult 
a surgeon, who will perhaps ask for a radiograph 
of the viscera. It may happen that the wife is a 
victim of splanchnic neurasthenia. In fact, all male- 
factors, as well as those who are not socially effi- 
cient, the idle men and women—those who instead 
of being producers, would “steal their ride” on 
life’s journey—will not merit censure until the able 
diagnostician shall have found the cause, and skill 
shall have removed it. Then, perhaps, man shall 
enjoy his work like the red squirrel, and shall “so 
live that he can die laughing.”—R. B. 


HERNIAE AND DAMAGE CLAIMS. 

In the June, 1915, issue of the JouRNAL we took 
the stand that the ordinary types of abdominal 
hernia are not traumatic in origin, that the “strain” 
or “fall” to which they are so often attributed can- 
not properly be considered their cause, and that 
such injury or effort remotely or immediately pre- 
ceding the discovery of a hernia should not be com- 
pensated under accident or workingmen’s compen- 
sation insurance. 

In the editorial referred to we presented argu- 


ments why herniae cannot properly be considered - 


traumatic in origin; and we referred to the article 
on The Relation of Hernia to the Workmen’s Com- 
pensation Law by Moschcowitz as supporting our 
contention. We are led to revert to the subject 
now, not only because it is an economic question on 
which the profession should take a stand, but also 
because we have recently noted, in The Virginia 


Medical Semi-Monthly (September 24, 1915) an 
address delivered before an association of railway 
surgeons by J. M. Salmon, of Ashland, Ky., in 


which he expresses the same opinion as that we 
hold. ‘ His argument is so clearly and sharply put 
that we think it worth quoting here: 


It is well known that normally the peritoneal process, 
which invests the testis and cord in the male and the 
round ligament in the female, is obliterated before birth. 
Normally, the internal abdominal ring is only large enough 
to transmit the spermatic cord or the round ligament. 
Normally, there is no pouching or sacculation of the 

ritoneum opposite the internal ring. The contention that 
inguinal hernia results from sudden traumatism rests, there- 
fore, upon the assumption that the traumatism has caused 
the sudden separation of the fibers of the abdominal 
muscles at the site of the abdominal rings, the sudden 
formation of a distinct peritoneal pouch large enough to 
contain the protruded viscus or viscera and the sudden 
forcing of this pouch with its contents into the inguinal 
canal, tearing asunder the filaments of the ilio-inguinal 
and ilio-hypogastric nerves and rupturing the network of 
overlying bloodvessels. It is even contended that all this 
may occur with little or no inconvenience or pain, and that 
the victim may be able to walk a distance of five miles (as 
alleged in a recent case) after the occurrence of the 
“rupture.” 

To a reasonable mind, this contention must seem absurd. 
Men have fallen from great heights, from bridges, para- 
chutes, stacks and aeroplanes and, while their bodies have 
been terribly mangled and many bones broken, I know 
of no instance where inguinal hernia has resulted from 
such accident. Yet we are asked to believe that hernia 
may result from a fall of two or three feet from the 
platform of a coach. 

It is alleged that hernia occurs as the result of increased 
abdominal tension, as in heavy lifting, sudden muscular 
strain and the like. If this be true, why are not all ruptured 
who lift heavy weights—dall who fall from trains,—all 
who are thrown violently down by the jar of a collision? 

Clinical experience and scientific investigation have 
demonstrated the fact that in the absence of congenital 
defect, either in the form of a preformed sac, an open 
funicular process or an abnormal opening in the abdom- 
inal wall, inguinal hernia does not occur. 


Salmon refers to R. Hamilton Russell’s mono- 
graph on the congenital origin of inguinal. and 
femoral herniae, and quotes the following authors: 


W. B. Coley states that “the great increase in our 
knowledge as the result of the large number of operations 
for the radical cure of inguinal hernia that have been 
performed during the last two decades has proved that, 
in the vast majority of cases, hernia is a disease rather 
than an accident.” Again, the same author says that “of 
4,780 cases of hernia in adult males over fifteen years of 
age, 3,102 stated that the rupture occurred without any 
known cause.” There were, in other words, 3,102 potential 
damage suits which lacked only the coincidence of a rail- 
wav or industrial accident. 

Tillmans says in this connection, “Traumatic hernia is 
not true hernia. The hernial sac, that is, the true hernia, is 
always developed gradually, although an injury may, of 
course, act as part of the exciting cause.” 

Sultan says: “In the critical examination of a casual 
relation between hernia and accidents, we must remember 
first of all, that a hernia, complete ‘in all its parts, can 
never arise at the moment of an accident, or by a single 
augmentation of the intra-abdominal tension, be it ever 
so great.” 


Both in Europe and in America herniae, dis- 
covered after strains, falls and injuries, have been 
accepted as “accidents” and their possessors have 
been, and are being, compensated accordingly by 
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their employers or by insurance companies, with 
and without court decisions. 

It is time that, in the interest of fairness and of 
scientific truth, this should be changed. It is time 
that medical men, familiar with the anatomy and 
the pathogenesis of herniae, should cease to certify 
them as accidents and should instruct the courts 
in the relationship between ruptures and antecedent 
strains, falls and injuries. 

Only such an abdominal hernia should be con- 
sidered traumatic as develops at the site of a tear 
or perforation of the abdominal wall produced by 
an external injury. If any other kind of injury, fall 
or strain is followed by the discovery of an ab- 
dominal hernia that injury or strain merely drew 
attention to a previously existent but unnoticed 
hernia or, at most, it “may have supplied the last 
of a series of forces which resulted in the develop- 
ment of a hernia in the presence of pre-existing 
abnormal anatomical conditions. The same thing 
might have occurred while the patient was lifting 
his suit case or when sneezing.” 

Only, if at all, to the extent that an injury or 
undue strain operated to effect the descent of a 
previously undeveloped hernia—and with the bur- 
den of proof on the individual—should inguinal, 
femoral and umbilical herniae be compensated as 
the consequences of accidents, industrial or other- 
wise. 

As a step in the correction by the profession of 
its previous attitude, and in the education of the 
law and the public concerning the relationship of 
herniae and injuries, let us vigorously discourage 
the use of that very misleading term, “rupture.”— 
W. M. B. 


Letter to the Editor. 


TWILIGHT SLEEP. 
New York, September 25, 1915. 
Editor, AMERICAN JOURNAL OF SURGERY: 

The editorial article on “twilight sleep” published 
in the September number of the AMERICAN JouR- 
NAL OF SuRGERY is of such importance and value 
that it deserves to be read by every member of 
the medical profession and is also worthy of note 
and comment by the lay press. Dr. Frank, in 
well chosen words, lays bare the shortcomings of 
the twilight sleep procedure in a most admirable 
manner and the only criticism that may be made is 
that his language is not really sufficiently strong 
in condemning the senseless furore which has been 
engendered by the lay press. It is a matter of 


sincere regret that medical men have allowed them- 
selves to be carried away by this hysterical and al- 
most fanatical movement. Even a perusal of the 
technical articles that have appeared in our Ameri- 
can journals, fails to prove convincing and an analy- 
sis does not disclose in what manner the patient 
is actually benefited by the procedure. A condi- 
tion of amnesia subsequent to the labor seems to be 
the chief factor that counts in the conclusions form- 
ulated by these investigators. It is ridiculous to 
assume that the condition of the child is any better 
than after a well managed labor, or that the patient 
herself shortens her puerperium, or is less shocked 
than under other circumstances. The unforeseen 
complications in labor are so many that it seems 
a matter of good fortune that more accidents have 
not occurred among the twilight sleep cases. Per- 
haps they have taken place and failed to be re- 
ported—but let us be charitable in our first assump- 
tion. Any impartial observer who has witnessed 
the contortions and other disturbances of a patient 
in the semi-narcotic condition induced by the com- 
bination of scopolamine and morphine, cannot fail 
to be impressed by the senselessness of, and the 
danger attending this procedure. Unfortunately a 
physician who does not agree with the roseate views 
advanced by the practitioners of the method is at 
once relegated to the domain of the unprogressive 
class or even worse. The hysteria has in fact 
reached such dimensions among expectant mothers 
that it is difficult to convince a given individual 
of the unnecessary and even dangerous character 
of the method. The means of exploitation which 
have been employed in publishing a knowledge of 
the twilight sleep procedure are not unusual in this 
country or in that of its origin. In Germany, one 
frequently meets similar campaigns in favor of 
proprietary drugs or appliances, which if carried 
out in our own country would immediately be 
branded with the flavor of advertising schemes. Our 
American medical profession, however, has become 
so impressed with the “made in Germany” endorse- 
ment that its members are entirely too willing to 
accept whatever of medical novelty, good or bad, 
originates in that country. An interesting develop- 
ment in regard to this propaganda may be noted 
in one of our lay magazines in which a distinct bid 


is made to expectant mothers to employ the twilight 


sleep procedure. The publication in question is 
prepared to supply inquirers with the name and 
address of physicians near their homes who will 
virtually agree to afford them the benefits of twi- 
light sleep. It would be interesting to know what 
members of the medical profession have under- 
taken to resort to this form of personal advertising. 
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It is a matter worthy of investigation by the Boards 
of Censors of our County Societies, and it is to be 
hoped that the matter will be taken up. 

GerorceE W. Kosmak, M.D. 


ERRATUM. 

The cut No. 7, which appeared in Dr. Tovey’s 
article in the October issue should have appeared 
in his article which was published in the August 
Number. 


Surgical Suggestions 


Patients with purulent peritonitis should be put 
into Fowler’s position before as well as after op- 
eration. 


It should not be forgotten that belching and 
epigastric distress is often a symptom of coronary 
(cardiac) endarteritis, which is not infrequently 
thus. mistreated for hyperchlorhydria, ulcer, etc., 
for.months or years before other evidences of the 
cardiac affection become pronounced. When of this 
origin the distress is most upon exertion, and may 
also be associated with thoracic (anginoid) pains. 


When.a wound has a “sloughy” appearance, i.e., 
a yellow-gray coating, especially if there is more or 
less prostration and fever, it is worth thinking of 
the possibility of a “wound diphtheria.” Bac- 
teriological examination will determine the ques- 
tion. If there is a reasonable clinical presumption 
of diphtheria infection treat promptly with anti- 
toxine. Unless vigorously treated wound diphtheria 
is apt to be fatal. 


A suction apparatus is a most desirable addition 
to the surgeon’s armamentarium for the cleanly 
emptying of-a distended gall-bladder and for the 
quick removal of accumulations in the abdomen of 
blood (ectopic pregnancy, rupture of the liver, etc.) 
or pus (purulent peritonitis, pelvic abscess, etc.). It 
removes these fluids without disseminating them 
and, since the suction is continued while the opera- 
tion proceeds, it obviates endless sponging and saves 
an amount of time that, in some of these cases, 
may be the margin between recovery and death. 


GASOLINE AND IopINE DISINFECTION. 
. . . In lacerated, abraded or punctured wounds, 


not requiring suture, I wash off with gasoline, swab 
out thoroughly with iodine and alcohol, being care- 
ful to go to the bottom of the wound. This can 
be done anywhere, any time and under any sur- 
roundings, be they ever so unsanitary —J. W. 
ALSOBROOK, in the Southern Medical Journal. 


Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


ALCOHOLISM AND INDUSTRIAL ACCIDENTS. 

The interest that is being taken in the decrease: 
of degenerative diseases through limitation of the 
use of alcohol naturally suggests the relation of in-- 
toxication to industrial accidents. The statistical. 
studies of E. B. Phelps on The Mortality of Alcohol. 
indicated that alcohol may have been an important. 
contributory factor and sometimes the principal. 
causative factor in the mortality for the year 1908: 
between the ages of 20 and 74 years for the follow-- 
ing accidents. 

Heat and sunstroke 43 per cent. 

Cold and freezing 

Inhalation of poisonous gases 17 

Accidental gunshot wounds 

Injuries by machinery 

Injuries in mines and quarries 8 

Railroad accidents and injuries 7 “ “ 

Street car accidents 8 
_ Injuries by vehicles and horses 8 

Automobile accidents 

Other accidental injuries 10 

Further, alcohol may have been a harmful con- 
tributory factor in the mortality of fractures and’ 
dislocations to the extent of 8 per cent. and burns: 
and scalds 4 per cent. - 

Based upon the mortality figures of 1908, it was: 
estimated that 5.1 per cent. of the total mortality 
from all causes at all ages was directly or indirectly 
influenced by alcohol, while 7.7 per cent. of the 
mortality may have been influenced by the same’ 
factor for deaths at the age of 20 years and up- 
wards. 

Possibly, the general relation of alcohol to acci- 
dents may be better studied from a consideration 
of the official figures dealing with industrial acci-- 
dents. For example, among 6,813 claims disposed 
of by the New York State Workers’ Compensatiorr 
Commission intoxication was found in only 5 or 
10 cases. 

In Massachusetts, during 1912 and 1913, 84,000 
non-fatal accidents occurred. Of 274 fatal acci- 
dents insured, in only four instances was there any 
charge of intoxication. 

In Wisconsin, among the contested cases from 
September, 1911 to June 30, 1913, intoxication was 
charged as a cause of injury in only one case out 
of 62: 

The Industrial Commission of Missouri claims 
that the fault on the part of workmen due to care- 
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lessness, disregard of instriictions,” drunkenness, 
etc., was responsible- for -22.7 per-cent. of the acci- 
dents. There is no specific proportion ascribed to 
alcohol. 

The New Jersey Compensation Law enacted in 
1911 defines negligence of employee as consisting 
of “(1) deliberate act or failure to act, or (2) such 
conduct as evidences reckless indifference to safety, 
or (3) intoxication as the proximate cause of in- 
jury.” According to a statement by Gustavus 
Myers in the September number of the quarterly 
publication of the American Statistical Association, 
“Wilful negligence whether in the form of intoxi- 
cation or in ways described in the Act (The New 
Jersey Act) was so nearly absent as a factor as 
to be dismissed from consideration.” 

In the 1914 report of the Industrial Accident 
Board of Massachusetts, it is noted that “So far as 


wilful negligence (including intoxication) may en- — 


ter into the matter of personal fault, there is, judg- 
ing from the returns, hardly any of it admixed with 
the causes of industrial accidents in Massachusetts. 
Of 156 cases contested by appeal to the arbitration 
committees or to the Courts, from july 12, 1912, to 
June 30, 1913, there were only four cases in which 
there was any charge of intoxication, and in only 
two cases were claims denied on that ground.” 

“The Wisconsin law penalizes intoxication 15 per 
cent. This provision was inserted on the supposi- 
tion that drunkenness was a frequent cause of acci- 
dent. The records of the Industrial Commission 
show, however, that in only 4 or 5 cases out of 
the 18,139 cases up to January 1, 1915, has the 
employer made any claim that the employee was 
intoxicated, and in only one case has the Commis- 
sion found that the injury was caused by intoxica- 
tion.” This makes it obvious that the question of 
intoxication does not merit very serious considera- 
tion as a prominent direct cause of industrial acci- 
dents in Wisconsin. 

Of 291 fatal accidents in the State of California 
during the first six months of 1914, only one is 
attributed to intoxication. 

In the 1912 report of the Industrial Insurance 
Department of the State of Washington under the 
sub-head “Intoxication” it is reported: “Framers 
of compensation acts in other states and of the 
Federal bills for railway employees engaged in in- 
terstate commerce have devoted considerable atten- 
tion to intoxication as productive of work accidents. 
The records of the Commission do not show many 
cases of intoxication. In one instance, a section 
worker, while in an intoxicated condition, had evi- 
dently laid down on the track of a logging rail- 


road, and lost an arm from being run over by an 
engine. In instances: of reported intoxication the 
workman has denied it, although admitting having 
had a glass of beer or two or the like. The ques- 
tion is invariably raised ‘what degree of intoxica- 
tion should be necessary to either bar a claim or 
result in some penalizing reduction?” 

In the Federal report dealing with the cases of 
the United States Workmen’s Compensation Act of 
1908, it is stated that, of 406 contested cases in four 
years, negligence or misconduct was alleged in 80 
cases, and in only one case was intoxication charged 
and this failed of substantiation in the courts. 

From this brief resumé of the figures from a few 
States in the Union, it is patent that in so far as 
industrial accidents themselves are concerned, al- 
coholism or at least acute alcoholism is responsible 
for but a small proportion of fatal or non-fatal 
industrial accidents. 

It may possibly be true that the chronic alcoholic 
is a bad subject for injury and as a result severe 
injuries may more reasonably be expected to result 
fatally. The degenerative effects of alcohol may 
profoundly influence the resistance of the employee 
and render him particularly susceptible to industrial 
diseases. Industry itself has recognized the patent 
hazard from accidents to drinking workmen, and 
thus has formulated strict rules for the elimination 
of all known alcoholics from industrial employ- 
ment. 

The discrepancy between the mortality figures 
presented by Phelps, attributing 7.7 per cent. of the 
mortality at the age of 20 or above to the direct 
and indirect influence of alcohol, and the figures 
evidenced by the reports of the industrial accident 

commissions indicates that industry is discriminat- 
ing against the drinkers with more than average 
success. The small number of industrial accidents 
due to intoxication speaks well for the general 
standard demanded of employees by large industrial 
employers. The responsibility for the safety and 
welfare of the public, as well as for the protection 
of the employees, should make it essential that no 
man known to be a frequent or free imbiber of 
intoxicants should be employed in a position of 
trust, responsibility, or hazard. 


RapIuM IN PRuritTus. 

The application of radium has a marked analgesic 
action, and this is well seen in the treatment of cer- 
tain persistent cases of pruritus. Short exposures 
of strong plaques will relieve the itching after all 
other methods have failed—W..H. B. AIKENs, in 
The Canadian Practitioner. 


Novemser, 1915. 
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Book Reviews 


Fractures and Dislocations. Diagnosis and Treatment. 
By Mitter E. Preston, A.B. M.D., Instructor of 
Anatomy, University of Denver; Visiting Gynecolo- 
gist, City and County Hospital, Denver, Colo. With 
a chapter on Roentgenology by H. G. Stover, M.D., 
Professor of Roentgenology, University of Colorado, 
etc. Large octavo; 813 pages; 860 illustrations. St. 
Louis: C. V. Mossy Co., 1915. $6.50. 


This volume is essentially a practical, yet a thorough 
treatise on its subject. The chapters on dislocations are 
not isolated as is usually done, but are found adjoining 
the chapters on the fractures of those bones comprising 
the various joints. Thus fractures of the ends of the 
bones, fracture-dislocations and simple dislocations are 
considered together. The most noteworthy of the numer- 
ous illustrations are those taken after the injury, showing 
how much of diagnostic value may be learned from in- 
spection alone. 

A chapter on the pathology of fractures, and of their 
healing, on the causes of delayed union and its treatment, 
would have been desirable. A chapter on general prin- 
ciples of treatment and after-care, and on apparatus, 
would have economized space and concentrated this sub- 
ject. Too little attention is paid to the uses of plaster of 
Paris, the author apparently fearing casts and preferring 
splints. The details of applying extension apparatus in its 
various forms are not dealt with sufficiently. No mention 
is made of the Volkmann sliding frame, nor of the Stein- 
mann nail extension method of securing traction. 

The adequate paragraphs in surgical anatomy are help- 


ful in the understanding of displacements, symptoms, etc. - 


The anomalies of the carpus, illustrated by Roentgeno- 
grams, form an interesting paragraph. The chapter on 
the use of the #-ray supplies a proper understanding of 
its place in diagnosis and treatment. The chapters on 
injuries to bones of the face and the skull, to the scalp 
and the brain, are especially thorough. The differential 
diagnosis of fractured skull is carefully discussed. The 
description of the application and technic of open opera- 
tions, and of bone transplantations, is a valuable addition. 
The Albee technic is included. 

The book gives the impression of being a happy medium 
between the classical work of Stimson and the shorter 
practical volume of Scudder. It will find a useful place 
in the library of both the student and the practitioner. 
It is attractively printed and the many original illustra- 
tions are very helpful. 


Fractures. By JEAN TANTON, Medecin-Major de l’Armée, 
Professor agrégé du Val-de-Grace. 860 pages; 470 
illustrations. Paris: J. B. Bamtrére et Firs, 1915. 

The first 321 pages deal with the general subject of 
fractures. The author makes it evident how much new 
help radiography brought to the study of fractures; how- 
ever, he warns against the possible errors from +-ray in- 
terpretations, viz: some fractures are invisible on the 
+-ray plate; at times a defect becomes exaggerated on the 
plate; not infrequently early callus formation is missed, 
since calcification begins only on the 16th to 20th days 
after fracture. 

The mechanism of fractures is presented clearly, the 
text being free from confusing details and diagrams. The 
classification is simple and adhered to throughout the book, 
Each type of fracture is discussed separately; the physical 
signs are grouped into subjective and objective signs; the 
pathology is divided into three periods, first, a period of 
inflammation; second, a period of absorption, when the 
acute inflammation subsides; third, a period of repairs. 
Treatment is given at some length, also its indications and 
its technic. The sequela are emphasized, particularly 
thrombosis and embolism and fat embolism; the symp- 
tomatology, diagnosis and treatment of these conditions 
are very well written. The chapter on pseudarthrosis de- 
cree special mention for its lucid and orderly descrip- 


The rest of the book—pages 321 to 860—takes up the 
fractures of the upper extremity; each part of the limb is 
considered separately. 

This book is a valuable addition to the library of the 
surgery of fractures. 


A Manual of Surgery. For Students and Physicians. 
By Francis T. Stewart, M.D., Professor of Clinical 
Surgery, Jefferson Medical College; Surgeon to the 
Germantown Hospital; Out-Patient Surgeon to the 
Pennsylvania Hospital. Fourth edition. Octavo; 774 
pages; 580 illustrations. Philadelphia: P. Braxis- 
ton’s Sons & Co., 1915. 


This volume was prepared for the undergraduate, the 
author states in his first preface. The book, therefore, 
attempts to present the general field of surgery succinctly. 
This it succeeds in doing, in the main; unessentials are 
avoided. Etiology, pathology and are 
mentioned briefly, yet adequately, on the whole; operative 
treatment and technic are comparatively expanded. The 
articles on blood surgery are brought up to date with 
Carrel’s work; lung surgery is also given in the light of 
recent work, particularly the anesthesia methods of 


“Meltzer-Auer and Elsberg. The article on the stomach is 


good; it shows the best illustrations of the book (Mayo’s 
illustrations were used); the pages on the transplantation 
of fat, fascia, bone and veins are compact in subject mat- 
ter. In fact, numerous plastic procedures are described 
throughout the book. The accompanying diagrams and 
illustrations are clear and helpful. 

The article on hernia is unsatisfactory. In the radical 
treatment. of inguinal hernia Stewart devotes most of the 
space to a description cf his own method. For umbilical 
hernia only. Mayo’s operation is described; Blake’s is not 
mentioned. The illustrations are not good; one or two 
are quite poor, viz: Fig. 442 and Fig. 443. 

Of special interest to surgeons are the descriptions of 
the author’s operation of removal of the breast and his 
operation of subtotal gastrectomy. 


A Practical Handbook of Surgical After-Treatment. 
By Aran H. Topp, B.Sc., M.S., London; F.R.CS., 
England; Surgical Registrar and Tutor, Guy’s Hos- 
ital. Crown octavo; 256 pages; 24 illustrations. 
lew York: Lonemans, Green & Co. 


After-treatment plays a vital rdle in most surgical pro- 
cedures of today. For instance, plastic operations are 
wasted unless the after-treatment is proper; the whole of 
orthopedic surgery, practically, depends for its success 
upon good after-treatment. And in no small measure it 
can be maintained that almost every operation may be 
successful, or otherwise, according as the post-operative 
treatment is good or bad. This idea is well amplified 
Todd’s volume, which is filled with many working “tips. 
How to treat a burn; how to feed a gastroenterostomy 
patient; how to combat surgical and medical shock and 
pain; the correct treatment of wounds; the immediate and 
remote indications of hemorrhage—these are but few of 
the practical subjects mentioned. The book is really a 
compendium of surgical suggestions tried in the author’s 
experience and found not wanting. 


Surgery of the Blood Vessels. By J. SHetton Hors- 
Ley, M.D., F.A.C.S., Surgeon-in-charge, St. Eliza- 
beth’s Hospital, Richmond, Va., etc. Octavo; 304 
pages; 89 illustrations. St. Louis: C. V. Mossy Co., 
1915. $4.00. 


Horsley occupies an enviable place among those Amer- 
ican surgeons who have made noteworthy contributions to 
the most recent developments of blood vessel surgery—a 
sphere of surgical activity in which other Americans— 
Murphy, Matas, Halsted, Crile, Carrel and Guthrie—had 
already done great work. : 

In this monograph Horsley reviews the development of 
blood vessel surgery, and describes the operative manage- 
ment of various blood vessel affections—hemorrhage, 
thrombosis and embolism, aneurism, blood vessel tumors, 
varices, varicocele, varicose veins, hemorrhoids. 

He describes very precisely the various methods de- 
vised for vascular anastomosis, including his own in- 


j 
5. 
g 
| 
{ 
i 
4 
i 
‘ 


A 
418 J OF SURGERY. 


-Boox. Reviews. 


1915, 


-genious technic of end-to-end -suture, based ‘on that of 
arrel,.and his technic of lateral anastomosis. 
There is an interesting chapter on-transfusion which is 

mow chiefly of historical interest, since it was written be- 

fore the introduction of the “citrate” method and the 
single syringe methods which, like the more complicated 

Lindeman procedure, take transfusion out of the field of 

-blood vessel surgery. 
In the chapter on thrombosis and embolism Horsley 

‘describes Trendelenburg’s operation for embolism of the 

‘pulmonary artery; but we failed to find any reference to 

-Murphy’s procedure (published a few years ago) in a 

case of embolism at the iliac bifurcation. Indeed, the 

cabsence of a bibliography is a serious fault in a mono- 
graph such as this. The index, too, is not as complete 
cas it should have been. © 

Horsley’s technic of intestinal resection is described in 
‘detail. It is dragged into the monograph with the lame 
‘excuse that bowel resection is indicated in mesenteric 
‘thrombosis. It would have been quite as appropriate to 
include the various types of amputation of the extremities 
‘for gangrene, the surgery of intracranial and intraperi- 
‘toneal hemorrhages, etc. Rather more appropriately the 
‘author might have included the management of hema- 
‘tomata. 

_ In the final chapter (XVI) Horsley describes his oper- 

‘ation of transplantation of the anterior temporal artery in 

‘flap plastics for defect of the cheek—an operation which, 

cas he acknowledges, he had elaborated in ignorance of 

the fact that essentially the same procedure was described 

‘by Monks, of Boston, in 1898. 

The book is very well illustrated by Miss Helen Lor- 
raine, a pupil of Brddel. As a clear description of the 
‘technic of blood vessel suture, of the surgery of arterio- 
venous aneurism, of endoaneurismorrhaphy, and of cer- 
‘tain other blood vessel operations, and as an historical 
‘review (minus an adequate bibliography), we warmly 
‘commend this small monograph. peea 


‘Cystoscopy and Urethroscopy for General Practi- 

: tioners. By Bransrorp Lewis, B.S., M.D., F.A.CS., 
Professor of Genitc-Urinary Surgery, St. Louis Uni- 
‘versity, and Ernest G. Mark, A.B., M.D,, F.A.CS., 
Professor of Genito-Urinary and Venereal Diseases, 
University Medical College, Kansas City. With a 
‘chapter by F. Braascu, M.D., attending 
physician, Mayo Clinic. Octavo;'238 pages; 113 illus- 
trations (23 in colors). Philadelphia: P. BLaxriston’s 
Son & Co., 1915. $4.50. 


The important contributions of one of these authors 
Lewis) in the development of the modern cystoscope are 
-generally familiar, and his competence to prepare such a 
text-book as this need not be dilated upon. 

In this work the authors have furnished a complete 
guide to the technic of cystoscopy and urethroscopy and 
‘an adequate textual and pictorial description of the various 
findings. It is a book that may be safely and satisfactorily 
followed by the novitiate and, indeed, by the more experi- 
renced cystoscopist. Most of the standard instruments— 
‘cystoscopic and urethroscopic—are described, and their 
employment in operative as well as in diagnostic work. 
There is a chapter on pyelography by Braasch, whose 
monograph on this subject was recently considered edi- 
torially in the JourNAL. 

oe book is authoritative, complete and entirely prac- 
‘tical. 


A Text Book of Surgery for Students and Practi- 
tioners. By GrorceE Emerson Brewer, A.M., M.D., 
Professor of Surgery, College of Physicians and Sur- 
geons, New York; Surgical Director, Presbyterian 
Hospital; Consulting Surgeon, Roosevelt Hospital, 
etc. Assisted by Aprtan V. S. Lampert, M.D., Asso- 
ciate Professor of Surgery, Columbia University; At- 
tending Surgeon, Presbyterian Hospital; and by mem- 
bers of the surgical teaching staff of Columbia Uni- 
versity. Third edition, thoroughly revised and re- 
written. Octavo; 1027 pages; 500 engravings and 23 
lates in colors and monochrome. Philadelphia and 
ew York: Lea & Fesicer, 1915. Cloth, $5.50, net. 


~-~fhisthird edition of Brewer’s text-book is a consider- 
‘able improvement on the second and a vast improvement 
on the first. It,is-less-a:new edition. than a new book, 
both in text and in authorship. In the latter Brewer has 
now associated with him, of the surgical teaching staff of 
Columbia University, Lambert, uchincloss, Burnap, 
Clarke, Corscaden, Darrach,. McCreery, Matthews, Peck, 
Pool, Russell, Sloane, St. John, Whipple and Armitage 
-Whitman. These men have freely revised, rewritten and 
added to the edition of 1909, Brewer contenting himself 
with the revision of a limited number of sections. 

In spite of its multiple authorship, the work has been 
kept within the limits of a small octavo of 1,000 pages. 
We do not say this in praise. Even as a text-book it is 
too condensed to be adequate to the student’s needs. 


Modern Aspects of the Circulation in Health and 
Disease. By Cart J. Wiccers, M.D., Assistant Pro- 
fessor of Physiology in Cornell University Medical 
School, New York Sty. Octavo; 376 pages; 104 en- 
gravings. Philadelphia and New York: Lea anp 
Fesicer, 1915. 

We hold that no one, be he an internist, surgeon or spe- 
cialist, can exercise his art to the utmost without a knowl- 
edge of the modern advances in cardiac pathology and 
physiology. To those unacquainted with this knowledge, 
the excuse may be offered that the progress has been so 
rapid that even those whose business is directly concerned 
with the subject can hardly keep apace with its manifold 
phases. That is why a book of this sort, which aims to 
give a critical outline of the present status of this absorb- 
ing subject, seems highly appropriate. The author, whose 
‘work among cardiologists is recognized for its versatility 
and soundness, has done his task well. He has hit upon 
a happy combination of text-book and work of reference, 
so that it will appeal not only: to the average medical 
reader, but also to the cardiac specialist. The discussion 
is carefully phrased, and in debatable topics the various 
‘views are judiciously balanced. ig 

The text, however, reveals a surprising omission. There 
is no discussion whatever of cardiac therapy, a subject 
that has undergone almost as profound a change in recent 
years as cardiac physiology. The author may have had 
good ‘reasons for omitting this subject, but we cannot see 
them in view of the fact that so much of the text is con- 
‘cerned with clinical data. This omission, therefore, ren- 
ders the book of less value than it would have been. With 
this exception, the work can be cordially commended. 


Human Motives. By JAmes JAcKson Putnam, M.D., 
Professor Emeritus, Diseases of the Nervous Sys- 
tem, Harvard University. Duodecimo; 179 pages. 
Boston: Lirrte, Brown & Co., 1915. 


The purpose of this book can be briefly defined as an 
interpretation of human conduct based largely upon the 
psycho-analytic method. Broadly speaking, it is an at- 
tempt to rear a philosophic system, in which this interpre- 
tation is the underlying basis. We need hardly remind 
those familiar with Dr. Putnam’s writings that his discus- 
sion is broadly conceived, profoundly analytical and full 
of suggestiveness. Dr. Putnam writes not only like a 
psychologist and a metaphysician, but like a man of wide 
culture and sympathy. Moreover, his style has a truly 
‘literary touch; indeed, the text is full of quotable sen- 
tences. We have read in recent years nothing more up- 
lifting and stimulating than his final chapter on “An At- 
tempt at Synthesis.” The book deserves a wide reading, 
not only for its literary charm, but also because it is one 
of the few attempts to approach philosophic problems by 
way of medicine. 


Principles of Human Physiology. By Ernest H. Srar- 
unc, M.D. (Lond.), F.R.C.P., F.R.S.. Hon. M.D. 
(Breslau), Hon. Sc.D. (Cambridge and Dublin), Jod- 
rell, Professor of Physiology in University College. 
London. Second Edition. Octavo; 1271 pages; 566 
illustrations, 10 in color. Philadelphia and New 
York: Lea ANp Fesicer, 1915 

In this, the Second Edition, the author has rewritten, 
many of the sections dealing with voluntary muscle and 
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the circulation. Many modifications have’ also been made 


-in other parts of the work:-: New: sections have been 
added on the nutrition of the brain andthe innervation 


of the bronchi. 
It is hardly necessary: to make any: additional comment 


-upon this work, except to add our’ appreciation to the 


host of encomiums with which this work has been received. 
Although in existence only a few years,' Starling’s Physi- 
ology has already been established ‘in the select: class of 


‘standard text-books of medicine. 


Mechano-Therapeutics in General Practice. By G. pe 
SwierocuowskI, M.D., M.R.C.S.,: Fellow of the Royal 
Society of Medicine, Clinical Assistant, Electrical and 
Massage Department, King’s College Hospital. Crown 
‘octavo; 141 pages; 31 illustrations. New York: Pau 
B. Horser, 1914. $1.50, net. 


‘The author lays stress on the value of mechano-- 


therapy, a therapeutic aid all too frequently forgotten or 
employed with only indifferent skill, and, therefore, with 
indifferent results. Massage can bring good results, he 
points out, in surgical conditions as well as in constitu- 


‘tional disorders. There are few contraindications to its 


use. These are, mainly, acute inflammations and chronic 


-granulomata. 


The book divides itself into three parts, dealing respec- 
tively with the indications and technic of massage in sur- 
gical conditions; (2) -medical conditions, and (3) special 
conditions, i. e., gynecology, otology, laryngology, derma- 
tology and dentistry. The. chapters on fractures (pages 
5 to 41) are well written and contain helpful suggestions. 
The exercises described for deformities are simple, clearly 
described and convincing. 


Progress in Surgery 


A Résumé of Recent Literature. 


Intestinal Adhesions; Bowel Protection. M. B. Brins- 
_ MADE, Brooklyn. Journal of the American Medical 
Association. September 11, 1915. 


Brinsmade says that it is an accepted fact that adhesions 
may follow any abdominal operation. Modern operative 
technic is able to exclude bacterial invasion and minimize 
trauma to the intestines. The element of danger to be 
excluded is irritation to the peritoneal coats and he also 
calls attention to the prevention of injury of adjacent 
normal organs. Intestinal adhesions may not cause serious 
symptoms, and we may say that they are therefore not of 
themselves necessarily productive of harm while acknowl- 
edging that very slight adhesions may cause invalidism and 
danger. Certain persons seem more liable to them than 
others. He was, therefore, led to consider the methods 
of prevention and the question of protection to the intes- 
tines not in immediate contact with the site of the opera- 
tion. It is interesting, he says, to note the diversity of 
methods of various operators and he mentions his experi- 
ence in Germany where they seem to use no moist pads 
or gauze and make very free use of the dry material. 
Brinsmade has been convinced for a long time that gauze 
pads left in contact with omentum or peritoneum for any 
period of time might lead to adhesions, and he relates 
cases illustrative of this that were observed by him. With 
these cases in mind, he had discontinued the use of 
laparotomy sponges as much as possible, never placing 
them in actual contact with the bowel. One or two large 
sheets of gum rubber are used next to the intestine, iso- 
lating it from the gauze. The rubber slips out of place 
and is a nuisance to the surgeon, but the protection it 
affords overbalances its disadvantages. He also relates 
experiments on dogs performed by himself and by the 
Department of Surgery of the New York University at 
his request. It seems fair to conclude from these experi- 
ments that sheets of gum rubber did less harm than gauze 
pads and that if the human intestine is similar to that of 
the dog it will do less damage to it. To operate in all 
cases of intestinal adhesions would lead to many disap- 
pointments, but there is a type in which it is imperative, 


-whenadhesions occur -after-appendectomy. His greatest 
success ‘has been with adhesions in the upper abdomen. In 
conclusion, Brinsmade. says that dry sponges do more 
‘harm thati moist ones and'a rubber dam does less harm 
‘than moist sponges and the Teast damage of all is done 
‘to the intestines if packing can be dispensed with altogether. 
The article is illustrated. 


‘Transverse Incision in Operations for Appendicitis. 
; Rockey, Portland, Journal of the American 
Medical Association, September 11, 1915. 


It is not quite as easily understood as the right rectus 
incision, and for that reason he gives a word or two in 
regard to the anatomy. In the region of McBurney’s point 
the fibers of the internal oblique and the transversalis run 
directly transverse and the external oblique is only an 
‘aponeurosis. The aponeuroses of these muscles are united 
at their insertion at the border of the sheath of the rec- 
tus, the fibers. of the broad tendon becoming a part of 
the sheath. This junction is the key to the situation. 
The skin incision is made directly transverse with its 
center on McBurney’s point though it may be lower if 


-conditions require. In ordinary cases the incision should 


be two or two and a half inches in length and may be 
longer as required. It passes through the outer part of 
the sheath of the rectus, severing the tendinous border 
and the aponeuroses of the muscles transversely. Then 
‘the handle of the scalpel may be inserted below and the 
-finger above and the wound spread wide open. Not a 
muscle fiber is cut. “The fibers of the internal oblique 
and transversalis separate in a transverse direction. The 
aponeurosis of the external oblique is broader than that 
of the other muscles, thus permitting the incision through 
‘this to be carried further to the outer side. When the 
muscular part is reached, the spreading pull separates the 
‘fibers obliquely upward. The muscle is, however, as 
elastic as rubber, and the retractor, which is at once in- 
serted, drawing outward, readily brings it into the trans- 
verse line. The rectus:is now drawn back into its sheath 
at the inner side by another retractor. The peritoneum 
is divided*on the transverse line. The splendid exposure 
which this incision gives and the ease with which it is 
made will surprise the surgeon who tries it for the first 
time.” Definite preoperative diagnosis is important as the 
operation is not suitable to pelvic-operations. If there is 
any doubt as to the diagnosis between the appendix, 
tubes or gallbladder the vertical incision is preferable, 
though in emergency the transverse incision may be pro- 
longed to permit general abdominal exploration. In in- 
terval cases of appendicitis the results are ideal both in 
ease of operation and a minimal scar. Instead of having 
to push the small intestine out of the way and using gauze 
pads, it is out of sight and not exposed to handling. When 
the appendix is in the iliac fossa the finger readily sepa- 
_rates its adhesions and in any other situation the cecum, 
which presents first, is the direct guide. Postoperative 
ileus is minimized. The drainage is short and direct. 
When drainage is wanted the’ patient is placed on the 
right side with the knees drawn up and the shoulders and 
chead slightly elevated. This brings the drain to the low- 
est point and elevates the diaphragm above the line of 
sepis. In clean cases a single suture passed deeply through 
the aponeurosis at the border of the rectus will close the 
entire wound. 


Primary Malignant Adenoma of the Liver Simulati 
Tropical Abscess. D. G. MarsHA.t, Edinburgh, 
Edinburgh Medical Journal, July, 1915. 


Marshall describes an interesting case of disease of the 
liver in a man 34 years of age who had just returned to. 
England Irom the Tropics. Right sided pain, slight even- 
ing temperatures and progressive enlargement of the liver 
led to a diagnosis of Tropical abscess. Closer observa- 
tion: however revealed absence of parasites in the stools 
and a normal leukocyte picture. The diagnosis of new 
growth was therefore made, and verified at operation. 

The author points out that in doubtful cases it is advis- 
able to bear in mind that patients from the Tropics, pre- 
senting signs of affection of the liver, may be suffering 
from diseases not necessarily limited to the Tropics. 
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A Single Stitch Appendicectomy. W. F. Fow ter, Ro- 
chester. Medical Record, September 25, 1915. 


1. Two clamps are applied, one to the base of the 
appendix and to the mesoappendix about 3/10 cm. from 
the cecum; the other parallel to and close above the first. 
Small curved broad ligament clamps may be used, but 
the special instrument is more convenient. Close the in- 
strument tight in order to hold the mesoappendix securely. 
' 2. The mesoappendix and appendix are severed between 
the clamps close to the lower one, preferably with a scalpel, 
and the appendix stump is touched with carbolic and 
alcohol. 

3. A straight round intestinal needle, conveniently 4 5/10 
to 5 cm. long threaded with a number two catgut, or 
permanent material if desired, is passed through the meso- 
appendix beneath the clamp and close to the appendix. 

he appendix is tied off and both ends of the ligature 
cut short. 

4. Stitches with the same needle and suture are passed 
through the mesoappendix and around the clamp from 
the outer border to the appendix. Three or four turns 
about the clamp are usually sufficient. These stitches are 
taken after the manner of securing the broad ligament 
in salpingectumy. 

5. Downward pressure is made on the clamp which de- 
presses the appendix stump and allows the cecum to fall 
together over it. The appendix. stump is permanently 
buried by suturing the approximated bowel surfaces with 
a few Lembert stitches, using the same needle and suture 
as in step four. 

6. Traction is maintained upon the bowel end of the su- 
ture while the clamp is withdrawn through the loops on 
the mesoappendix. 

7. The first or mesoappendix end of the suture is drawn 
tight and is tied securely to the bowel end. 

With a single stitch and one knot (exclusive of the tie 
on the appendix) we have buried the appendix stump as 
with a purse string, secured the mesoappendix and tied 
it down to the cecum over the appendix site. 


The Value of Some Tests of Renal Permeability. 
Rosert H. Greene, New. York, New York Medical 
Journal, August 14, 1915. 


Greerie has employed the various methods during the 
past few years and has arrived at the following con- 
clusions : 

First, it can be stated that if one kidney is diseased and 
the other sound, through ureteral catheterization phloridzin 
will demonstrate which of the two kidneys is in the best 
condition. Second, it is the most practical test for the 
general practitioner, without ureteral catheterization, at 
present at his command, being more accurate in its find- 
ings than the phthalein test and less complicated than the 
nitrogen test. Third, the delay of appearance of sugar 
in the urine following its administration will almost in- 
variably indicate either a diseased condition of the kidney, 
or less frequently some abnormal condition of the sys- 
tem. Fourth, delayed appearance of sugar following the 
use of f pecorine furnishes a marked indication of some 
diseased systemic condition and is a strong indication for 
farther investigation. 


Intra-urethral Operations for Pathologic Conditions 
in the Prostatic Urethra and at the Bladder Neck. 
G. MacGowan, Los Angeles, Journal American Medi- 
cal Association, September 18, 1915. 


First taking up papillomatous growths, he says they un- 
doubtedly originate from slight injuries as similar growths 
do externally, but from their situation and with favoring 
effects of heat, moisture and chronic infection they present 
a very different appearance from external parts. He di- 
vides them into two classes: first, the soft or mucoid with 
gelatinous consistence and, structurally, with but one layer 
of flat epithelium and one central blood vessel. They are 
easy to destroy by a light touch of a glowing electric point 
or a flash from a high-frequency wire, or even by topical 
applications of solid silver nitrate or other like agents, 
unless they are situated directly on the bladder neck, 
where they are liable to produce unpleasant hemorrhage 
if disturbed and not completely destroyed; second, fibroid 


polyps in which the central blood vessel may be single or 
branched. They are surrounded by appreciable stroma and 
present, externally at least, two layers of flat epithelium. 
This typé is not so translucent as the other and not so 
easy to destroy unless one is lucky enough to sever the 
base by the cautery knife or coagulate the central blood 


vessel by the spark at the first trial. This is more apt to - 


be found attached to the lateral walls posterior to the 
colliculus and to grow toward the bladder or to be attached 
to the lateral or upper surface of the bladder neck within 
the grasp of the sphincter or just outside of it. True papil- 
lomas or warty growths are not so common, and Mac- 
Gowan finds them more frequently in front of the collicu- 
lus and in the grasp of the external sphincter. They are 
generally difficult to cure, often requiring many cauteri- 
zations at intervals of from two to three weeks before 
they disappear. Adenoid and cystic growths are frequent; 
the latter are easily destroyed by the cautery. Adenomas 
are more rare and MacGowan does not believe either of 
these types to be the directors of the infective processes. 
If a man of middle age or past presents these symptoms 
it is not necessary to assume that he is necessarily suffer- 
ing from an enlarged prostate which has to be removed. 
He may need nothing more for his relief than having 
the growth removed through the urethra. A typical case 
of this kind is reported. From time to time one sees men 
who have had complete prostatectomies performed who, 
after a prolonged peace, have again symptoms of frequent 
and difficult urination and partial retention, and when we 
use the irrigating urethrascope we find the enucleated 
cavity from the removal of the prostate partially or wholly 
filled with these fungous new growths. Three cases of 
this sort are reported, relieved by removal of such growths. 
In operating on cancerous and chronic inflammatory con- 
ditions of the prostate it is often impossible to obtain a 
smooth channel through the posterior urethra on account 
of obstructing protuberances or growths which cannot be 
gotten rid of by the rongeur, curet or scissors. The com- 
bination of the irrigating cystoscope and urethrascope for 
accurately locating them and the electric cautery or the 
high-frequency bipolar spark in these cases is particularly 
valuable, as it furnishes a means of relief or apparent 
cure otherwise impossible. Illustrative cases are given. 
All these operations can be done under local anesthesia 
with stovain or alypin nitrate solution, and when this is 
not sufficient, intradural anesthesia with tropococain is the 
method of choice. 


Prostatectomy Mistakes and Failures. G. S. WuutE- 
s1pE, Portland, Ore. Journal of the American Medical 
Association, October 2, 1915. 

Mistakes in the management of prostatic cases are here 
emphasized. In 1905 he read a paper publishing the fact 
that many surgeons had an average mortality of 20 per 
cent. in prostatectomy, and only about 30 per cent. of 
good results. The paper was productive of good since 
Young, in 1906, produced a splendid critical analysis of 
these cases to prove that when properly performed the 
mortality of the operation is low and the result good. In 
the present paper about half the surgeons contributing in- 
formation, operating on about half (820) of the 1,423 
cases, are men of unquestioned training and their mortality 
is less than 3 per cent., while in the hands of surgeons 
of less experience in prostatectomy it is 26 per cent. He 
does not speak of novices, but of men undoubtedly good 
surgeons otherwise, but not sufficiently experienced in this 
particular operation. There are four excellent general 
surgeons contributing each a few cases to the series who 
prove the exception to the rule. With regard to diagnosis 
there are many things that are important but are neglected. 
Taking only the case reported in which the surgeons have 
evidently tried to differentiate between hypertrophy and 
cancer, 7.3 per cent. of the patients were found to have 
cancer. This is a considerable proportion and is worth 
considering before operating. With regard to the high 
relative merits of the high and low operations there 1s 
so much of the personal equation in this that he does not 
hope for any general agreement. It is only fair to sav 
that a rough tearing-away operation by the perineal route 
through a small incision without much regard to the an- 
atomy causes many untoward results which are probably 
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avoidable. In determining the probable chance of the pa- 
tient before operation, perhaps the one most important 
thing is to ascertain the functional activity of the kidneys, 
and failure to do so accounts for much of the high mor- 
tality that has occurred. Rare judgment is needed, guided 
by experience, to decide whether to operate immediately 
or delay while medical treatment is employed to improve 
the general conditions, or whether preliminary drainage 
operation is indicated. Choice of an anesthetic is im- 
portant, and Whiteside thinks that spinal anesthesia is 
possibly the safest—certainly in the presence of chronic 
nephritis. The existence of vesical diverticula is rarely 
suspected unless cystoscopically discovered and is liable to 
give bad postoperative results. Diabetes is a not infre- 
quent complication, and unfortunately urinary retention, 
hemorrhage, or pain frequently forces the surgeon to 
take the increased risk of operating to save life in spite 
of probable unsatisfactory results. Squier believes the 
average duration of life after the habitual use of a catheter 
is begun to be less than three years. If this is so, pros- 
tatectomy undoubtedly offers an added period of comfort 
to the patient in his advanced age. Some testimonies of 
surgeons regarding mistakes made or sugsequent histories 
of patients are quoted. It is generally a mistake, White- 
side says, to be in a hurry before, during or after an 
operation. Insufficient preliminary care, inexact diagnosis, 
and hasty judgment are equaled as mistakes only by too 
great haste during operation and lack of skilful care after- 
wards. Dealing as we have to do with unsound old men, 
a successful prostatectomy must have every factor in its 
favor. A surgeon should have experience and carefully 
study his patients and personally supervise the aftercare. 


Epididymotomy, a New Operation. E. J. Menairr, 
Atlanta. Journal of the American Medical Association, 
September 11, 1915. 


“The site is prepared as for any surgical operation on 
the scrotum. The scrotum is grasped on the affected side, 
as much gentleness being used as is consistent with firm- 
ness. Three per cent. iodin is applied to the field. A 1 
per cent. solution of cocain is injected at the lower part 
of the scrotum, anesthetizing the skin from one-half to 
one inch in length. Then the needle is pushed straight 
down, and a few drops distributed in the globus minor. 
With a sharp-pointed bistoury, an incision is made along 
the ‘anesthetized line in the scrotum, and then with care 
the point of the knife is advanced into the globus minor, 
and several stabs or punctures are made. A blunt-pointed 
probe is then pushed along the tracks of the knife and 
blind avenues opened up. The wound is then packed with 
5 per cent. iodoform gauze. No sutures are required. A 
plain gauze dressing is applied, and the scrotum kept well 
supported.” This opération secures free drainage at the 
most dependent point, relieves tension, pain and discomfort, 
can be performed under local anesthesia at the office, 
greatly shortens the duration of the disease and is devoid 
of risk. The incision is much smaller than in other 
operations of epididymotomy. The technic is simple and 
any one with most casual surgical experience can per- 
form it. 


Treatment of Acute Epididymitis by Aspirato 
Puncture. H.W. E. WattHer. New Orleans: Med- 
ical Record, October 2, 1915. ; 

A very sharp, fairly large needle attached to a 10 cc. 
svringe is thrust into the inflamed epididymis, and an 
attempt ig made to aspirate the contents. Usually two 
or three punctures are made at different points. Ethyl 
chloride freezing is used as an anesthetic; in very 
sensitive patients, novocaine may be employed. Although 
painful, the relief of pain is almost immediate, and with- 
in six to twelve hours the swelling and fever are dimin- 
ished considerably. It is not essential to confine the pa- 
tient to bed. : 


The Treatment of Fibroids of the Uterus by the x-Ray. 
Georce E. Pranter, Philadelphia. New York State 
Journal of Medicine. September, 1915. 

The indications for the treatment of hemorrhages due 
to mynomas are given as: (1) All cases of myoma in 


elder women in whom there is already a well-advanced 
anemia, which may be the cause of an anemic heart. (2) 
All elderly and young women with myomas, in whom 
there is marked organic heart disease, diabetes, chronic 
nephritis, marked lung disease and goiter with cardiac 
manifestations. (3) All patients beyond the age of 40, 
in whom there is no contra-indication to the treatment. 


’ The intramural or interstitial variety gives the best results. 


Contraindications are: (1) All cases of myoma in which 
the tumor is pedunculated or which can be excised with- 
out destroying the reproductive powers of the patient. 
(2) Fibroids that are believed to have undergone malig- 
nant degeneration, or that have become gangrenous or 
infected. (3) Fibroids associated with diseased adnexa. 
(4) Fibromas which are producing such marked symptoms 
that the patient is endangered more by waiting two or 
three months for results of Roentgen therapy, than by 
the results of an operation. 

Roentgen therapy must be looked upon as a very efficient 

adjunct to the gynecologist’s armamentarium, and while 
the rays should be applied by the roentgenologist, he 
should work hand in hand with the gynecologist. 
- Deep Roentgen Ng stops the hemorrhage associated 
with uterine fibroids. This is followed by a gradual dis- 
appearance of the tumor. The atrophic process may extend 
over a number of years and continues long after the cessa- 
tion of the treatment. 

The treatment of metropathic hemorrhage is almost uni- 
formly successful. 

Uterine hemorrhage when occurring at the menopause, 
when not malignant, will usually respond very quickly. 
There should be an increase in weight and an improve- 
ment in the blood condition, and when this does not occur 
suspicion of malignancy should be aroused. 

- Some good results can be obtained in inoperable carci- 
noma. The deep Roentgen therapy should be especially 
recommended as a post-operative procedure in all cases. 


Tuberculosis of the Uterine Appendages. H. C. Tay- 
Lor, New York, Journal American Medical Associa- 
tion, September 11, 1915. 


_ Taylor says that anything that predisposes to tuberculo- 
sis in general is a predisposing cause also of genital tuber- 
culosis. Gonorrhea is claimed as a predisposing cause of 
tuberculous salpingitis, and this is possible. A- moderate 
infection from adjoining organs would be more frequently 
followed by a tuberculous process than the extensive infec- 
tion leading to occlusion of the tubes. A tuberculous in- 
fection of a hydrosalpinx has been reported. Congenital 
deformities and malformation of the appendages predis- 
pose to the tuberculous infection and the puerperal uterus 
is more likely to become infected than the normal one, 
therefore pregnancies would indirectly predispose to tubal 
tuberculosis. The frequency with which this occurs will 
be found greater the more carefully examination is made. 
While statistics differ it is probable that at least 10 per 
cent. of all inflammatory diseases of the uterine appendages 
are of tuberculous origin. Tuberculosis of the ovary with- 
out involvement of the tube is very rare, and the extension 
of the process from the tube to the uterus is common. 
There are three modes of infection: (1) through the blood 
and lymphatic system; (2) from neighboring organs; (3) 
by ascending affections through the vagina. This has been 
questioned and it is doubtful whether it is of frequent 
occurrence. Tubal tuberculosis is ordinarily a secondary 
infection. In nearly every case there is elsewhere in the 
body one or more tuberculous foci. The condition is sys- 
temic. The treatment depends on the effects produced on 
the general process, the health or life of the patient, and 
on the extension of the infection. Tuberculous salpingitis, 
like other forms, is rarely the direct cause of death. The 
destruction of the tubes and ovaries does not in itself 
materially affect the general health. It is difficult to esti- 


’ mate the danger of its extension, and it is disputed how 


often it may produce a general peritoneal infection. The 
weight of evidence is against such extension, and practic- 
ally there is no absolute rule regarding operation to pre- 
vent such a local or general trouble. As regards the func- 
tion of the tubes it is doubtful whether it can exist unim- 
paired and there is a question as to allowing such a patient 
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to become pregnant for fear of starting tuberculous pro-: 


cesses. If there is no general peritoneal tuberculosis the 
treatment of the tuberculous salpingitis is the same as 
that of other forms. The postoperative treatment is im- 


portant and attention should be given carefully to hygienic 


conditions. 


X-Ray Treatment of Uterine Fibroids. SamuEL STERN, 
pew Taek. American Journal of Obstetrics, Septem- 
ber, 


From the viewpoint of the Roentgenologist, Stern con- 
cludes that there are no dangers inherent in the treatment 
of uterine fibroids by the x-ray. To establish a permanent 
amenorrhea, he favors massive dosage as being quicker 
and more satisfactory than the fractional dosage method. 
The latter method is to be preferred, however, in young 
women in whom the desired results are a diminution in 
the size of the fibroid, a temporary amenorrhea and a re- 
establishment of menstruation. These patients may sub- 
sequently conceive and have normal pregnancies and 
labors. All uncomplicated cases are amenable to +-ray 
treatment, and the nearer the patients are to the meno-, 
pause, the surer and quicker are the results. Stern be- 
lieves that in such cases, under proper treatment, 100 per: 
cent. cures may be anticipated. 


The Choice Between Operation and Roentgenization 
of Uterine Fibroids. Rosert T. Franx, New York. 
American Journal of Obstetrics, September, 1915. 


Frank lauds the use of the x-ray in the control of the 
obstinate menorrhagias and metrorrhagias of puberty, but 
believes that in the treatment of fibromyomata their use 
is less necessary, although valuable within strict limita- 
tions. He is opposed to Roentgenization in the presence of 
rapidly growing tumors, in cases of metrorrhagia in which 
complete preliminary curettage with microscopical exami- 
nation is not feasible, in complicated cases in which ova- 
rian or adnexal disease cannot be excluded, and, finally, 
in cases of fibroids complicating pregnancy. The expense 
of the treatment and the time involved must also not be 
overlooked. The #-rays may be used, he believes, when 
operation is refused or when serious cardiac, renal or pul- 
monary lesions exist or when extreme psychic unrest is 
present. These contraindications would limit the use of 
the rays to five or six per cent. of all patients having 
fibroids. 


Contracted Pelvis and Difficult Labor. Marx Horn- 
steIn, New York. American Journal of Obstetrics, 
September, 1915. 


Hornstein favors a test of labor in women whose small 
external pelvic measurements are all proportional with an 
external conjugate of 15 cm. or over, provided the small 
stature of the woman. accounts for the small pelvis. Small 
children are likely to be the rule, and if there is a favor- 
able presentation, spontaneous delivery is likely. Cesarian 
section for relative contraction in a primipara means re- 
peated Cesarians for subsequent children, whereas extrac- 
tion, even if it should result in a stillbirth, will enable the 
woman to deliver her subsequent children herself, since 
much of the resistance encountered in primipara is due to 
the soft parts. ‘The author defines a fair test of labor 
in a doubtful case as four to six hours of active labor with 
the membranes ruptured, although, he says, three hours 
will usually decide the outcome. 


Radiotherapy in Cancer of the Uterus. A. Martin, 
a Jahreskurse fiir Grztliche Fortbildung, July, 
915. 


(Continued from the October issue.) 


Concerning the Technic of Actinotherapy in Carcinoma. 
—The homogeneous raying of F. Dessauer has been a de- 
cided step in advance along the line of carcinotherapy. 
The object of his improved technic is to affect all the parts 
of the tumor as uniformly as possible. The Roentgen 
tubes are calculated to produce rays that should be iden- 
tical with the x-rays of radium and mesothorium. By 
means of the Dessauer apparatus, Bumm and Warnekros, 
the most experienced workers in x-ray therapy of uterine 
carcinoma, have succeeded in curing six cases of cervical 
cancer treated for a period of three to five weeks through 


the abdominal: wall alone. They. also demonstrated: that: 


the tumor could be influenced. by the x-ray at a depth of 
cm. Amann reported similar results. The patients 


treated by #-ray through the abdominal wall received as. 


muchas 5,000 +, measured according to Kienbéck, within 
a pericd of five weeks. The abdominal wall was divided 
into 12-16 skinfields, of which: each received as. much. as 
140 + at-a time and up to 400 x for the whole series. The 
tubes were charged with 4.5 milliampere and the focal dis- 
tance from the skin was 21 c.m. The filter employed was: 
3 millimeter aluminum. The skin reaction was remarkably 
slight by comparison with the effect of other methods of: 
raying.. Bumm observed after a dose of 500 x to a skin- 
field some blistering, which disappeared, leaving the skin 
intact and smooth after three to four weeks. Martin re- 
marks that such skin injury would be an immeasurably 
small price to pay for the cure of a cancer, but whether 
other injuries may not later appear still remains to be 
seen. 

A combination of diathermia with. large doses of x-ray 
has been reported by Warnekros. The positive electrode 
is introduced into the cancer or in contact with it. The 
negative electrode is held at the buttocks away from the 
cone of rays. The effect of the diathermia is to sensitize 
the tumor-cells, as claimed by Christoph-Miiller-Immen- 
stadt, by causing increased local heat and hyperemia. The 
dose employed was 1,100 x per skinfield for six days. 
Warnekros claims there was not the slightest skin reaction 
during an observation of three weeks. This combination 
treatment has also been claimed by Koblank to work 
favorably when radium is employed. 

The dose of radium and mesothorium has been worked 
out chiefly by Déderlein. The minimum dose, according to 
him, should be for carcinoma of the uterus, 50 mg. of 
radium and mesothorium. In very large cervical cancers 
occasionally 200-300 mg. were inserted. This is left in 
situ for twenty-four hours, at first. is repeated at two 
weekly intervals, later at three to four weekly intervals. 
The filter used was brass lined. with rubber. To prevent 
injury of the vagina and rectum the filter capsule was 
placed into an appropriate portion of a _kolpeurynter 
adapted to the size and elasticity of the vagina. The bag 
was filled with lysoform in each case. A thorough ex- 
cochleation of the cancer is made before the radium or 
mesothorium application. The results are better in the 
more superficial growths. The infiltrating types of cancer 
are as resistant and unfavorable as they are to surgical 
operations. 

In February, 1915, Déderlein reported twelve cases of 
inoperable cancer which were entirely well one year after 
cessation of treatment. 

The Schauta Klinik, Vienna, uses radium in inoperable 
cases and in operable cases that refuse surgical treatment. 
Excochleation by means of the Paquelin cautery is done. 
at the beginning of the treatment. Then 50 mg. of radium 
is introduced for twelve hours, with intermission of twelve 
hours to several days. The first series consists of five 
applications. After three weeks to a month a second series 
of four or five applications is begun, and if necessary is 
followed by a third series of five sessions. The dose de- 
creases after each series. Where superficial effects are 
desired, the filter is lead, in certain small tumors the filter 
is e gold, while for deeper effects platinum or brass is 
used. 

Of thirty-four cases treated by this technic, eighteen 
completed the full course of treatment. One died of pye- 
mia with multiple lung abscesses—the carcinoma was no 
longer macroscopically visible. Three women remained 
unimproved; fourteen were considered to be primarily 
cured. Nine cases were carcinoma of the cervix, two 0 
carcinoma of the body, two of carcinoma of the rectum, 
and one carcinoma of the vagina. In no case were un- 
toward symptoms noticeable, i. e., outside of slight tem- 
perature elevation, mild cystitis and transient loss of appe- 
tite and disturbance of the bowels as well as backache 

and abdominal pain. In general the discharge and hemor-. 
rhage ceased promptly, the pains rapidly improved, the 
general condition, blood-picture and body-weight improved. 
No fistulae were observed. The course of treatment 
lasted 1% to 2%4 months. Observation of these patients 
up to the ‘time of publication was 6 to 10 months. 
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The Schauta Klinik does not regard their technic as by 
any means perfected. They also employ. as prophylactic 
measure radium in 50 mg. doses about ten days after car- 
cinoma operation.’ The application lasts ten hours and is 
repeated at intervals of a month. + ? 

G. Klein has combined the use : of \mesothorium or 
radium with the intravenous injection of chemical sub- 
stances such as enzytol and radium, barium, selenat 


(Merck) with the further Roentgenization. Enzytol ap-: 


pears to lend to skin-burns because of its sensitizing effect 
on the skin. -The future will best determine the value of 
such combined treatment. Of Klein’s series of 100 cases 
(25 operable uterine carcinoma, 59 inoperable uterine car- 
cinoma, and 16 breast carcinoma), 28 were so far cured, 
partly primary, partly secondary, 30 were improved, 11 
were worse, 23 died, of whom the terminal end in 8 cases 
is unknown. Klein finds his method contraindicated in 
very large cancer or sarcoma of the body of the uterus, 
and even dangerous in mammary carcinoma, with massive 
infiltration of the axillary glands which probably involve 
the large vessels and nerves. 

The expense of the treatment, according to Sachs, to the 
practitioner of the individual case receiving 7,000 x ap- 
proximates about $750. Van der Welde confirms these 
figures out of his own experience. He also notes that the 
difference in expense as claimed by the manufacturers, 
and so encountered by the practitioner, is a vast one. 

The end resuit: So far one may speak only of primary 
results with Roentgen and radiotherapy. With the in- 
creased, very large doses it may be possible to achieve 
secondary and permanent results. By means of radium 
and mesothorium treatment, post-operative in 58 cases of 
uterine cancer, Scherer succeeded in keeping 48 cases free 
from recurrence three years after operation. The perma- 
nent results will naturally improve the smaller is the pri- 
mary operative mortality. Thus Schauta’s very satisfac- 
tory results with his improved radical vaginal cancer ex- 
tirpation the past six years was only 4 per cent. 

Operation vs Raying of Operable Uterine Cancer.— 
Some authors have stopped operating operable cancers of 
the uterus and have begun with actinotherapy. Thus 
Amann, Klein and others claim satisfactory results with- 
out first extirpating the uterus. Hofmeier, however, has 
had at least one most disastrous effect from a combined 
primary treatment of an adeno-carcinoma of the cervix 
with radium and Roentgenization. The tumor in this case 
was favorable for operation. After three weeks’ treat- 
ment, during which 2,000 mg. hours of radium and 250 + 
of Roentgen-rays were given, Hofmeier was obliged to 
operate and found a great activity of the growth. Despite 
further radium treatment and Roentzenization, in all 30,000 
mg. hours and 2,630 x during a period of four weeks fol- 
lowing operation the metastases were overwhelmingly 
widespread... Fehling takes a very cautious attitude toward 
— radiotherapy, and Von Franque shares the same 
eeling. 

There is a great number of women alive today who owe 
their life and well-being to ray-therapy. In inoperable 
cancer of the uterus actinotherapy has proven of un- 
doubted benefit; in operable cases a similar therapeutic 
value of the x-ray, radium and mesothorium remains yet 
to be established. 


The Initial Strain in Weak Foot. Percy W. Roserts, 
ae York, New York Medical Journal, August 28, 


Roberts believes that the inner surface of the os calcis 
plays an important rdéle in the causation of weak foot. The 
tilting of the convex surface of the os calcis outward re- 
sults during periods of standing. Under such conditions 
the normal play of the calcaneo-astragalar joint allows 
the astragalus to slip downward and inward, thus shifting 
the thrust of the body weight just a trifle on the inner 
side of the center of balance of the rounded under sur- 
face of the os calcis. With this theory in mind, Roberts 
has been using a plate that grasps the os calcis, tilts it, 
and holds it in an overcorrected position. The plate ex- 
tends only to the anterior border of the bone, and it does 
not depend upon any crutch effect under the arch. The 
results obtained have thus far been very satisfactory. 


Late Results of Operation for Correction of Foot De- 
formities Resulting from Poliomyelitis. H. W.. 
MarsHALt and R. b. Oscoop, Boston, boston Medical. 
and Surgical Journal, September 9, 1915. 


Twenty-three patients from the total number of twenty-- 
six were distinctly improved after their surgical experi- 
ences, although such results perhaps will seem rather un-- 
expected to persons who have witnessed and made com- 
parisons between healthy normal individuals and_ results, 
of operations seen in infantile paralysis cases. Poor ‘as. 
some operations appear to be at first glance when judged. 
from this standpoint, nevertheless they usually show in- 
creased usefulness if compared with previously more de-- 
plorable conditions that existed in each instance. Patients. 
themselves agree with these medical judgments, and errors 
in the casual observations of disinterested persons rather- 
than inefficiencies of surgical procedures must be held. 
responsible for many bad impressions received of results. 
of operations. 

Among the twenty-three beneficial results there were 
four excellent ones, ten good ones, six that showed moder- 
ate improvement and three with slight betterment. 

One of three unsuccessful results may be explained, in- 
part, at least, as due to this patient’s neglect and failure- 
in having post-operative supervision. He relapsed into his 
former condition and the other two seem slightly worse- 
than previously to their operations. 

It is of interest to observe that there were no overcor-- 
rections of deformities following tendon transplantations 
in this series, the usual result being partial correction. 
accompanied by some functional improvement and with 
only occasional perfect success and complete restoration of 
function. Over-correction of deformities, however, occur,. 
as demonstrated by the single previously over-corrected 
case, which was subjected to a second corrective operation 
to overcome the first bad result. 

These late conditions indicate in a general way what: 
may be cee from surgical treatments of fairly com- 
plicated infantile paralysis cases in a large hospital where 
there are a number of different operators and division of 
responsibilities in the after-care of patients. These sta-- 
tistics, however, are far too meagre and incomplete to 
possess weight in comparison between individual control of 
patients from beginning to end and codperative direction 
of treatments by groups of physicians. All that can be 
said is that with a fair degree of codperation methods 
herein described have proven themselves reasonably safe 
and successful. 


Paralytic Flail Joints by Intra-articular 

Silk Strands to Limit Motion and Increase 
Stability. Brrnarp Bartow, Buffalo, New York State 
Journal of Medicine, September, 1915. 


Tunnels are drilled in the articular ends of the bones, 
the drill being at the same time carried into and through 
the joint. Through these tunnels strong paraffined silk 
strands are drawn. Small puncture incisions are made in 
the soft tissues at points where the drill enters and emerges. 
from the bones. Between those points, (e.g., in the knee), 
the soft tissues are tunnelled close to the articular ends of 
the bones and capsule, and one end of the silk strand is 
then drawn back by means of a leader to the point of 
entrance—both ends being tightly tied. One-half of the 
strand therefore lies in the tissues external to the bones, 
but whenever practicable the return strand, for the pur- 
pose of tying the ends, should also pass through the cap- 
sular tissue of the joint. 

Inserted in the anterior or posterior aspect of, e.g., the 
knee, and tightly fastened, the silk strand acts as a check 
band to maintain the leg in either extension (in drop knee) 
or flexion (in genu recurvatum or “back knee”), according 
to the situation of the paralyzed groups. 

Bartow says that this method has been used by him 
merely for flail conditions in the knee, shoulder and hip. 
Immediately following the operation, the acute surgical 
reaction is controlled by immobilization with plaster of 
Paris casts, except for the shoulder, where only the usual 
soft bandage dressing is employed. . 

The stability of the joint is not only maintained by the 
silk, and also after the silk thread has lost its tension by 
the reactive scar contusion that forms around it. 


at: i 
of 
ts 
in 
d 
iS 
le 
y j 
n 
y 
| 
j 


AMERICAN 
JournaL oF SURGERY. 


424 


PROGRESS IN SURGERY. 


NovemBer, 1915. 


Bartow used this method in 150 cases, in none of which 
has there been mortality or any other untoward result. 
Results have been highly satisfactory. 


Acute Nonepidemic Inflammation of the Sublingual 
Glands in Children: An Affection of Unknown 
Origin. Harotp Neunor, New York. American 
Journal of Diseases of Children, August, 1915. 


Neuhof gives in detail the findings in three cases of 
sublingual gland inflammation, which he believes differ 
from any previously described variety. An observation of 
about a dozen such cases leads him to conclude that they 
belong to a definite clinical group of non-epidemic inflam- 
mations, the characteristic features of which are as fol- 
lows: Sudden onset of sublingual and median submental 
swelling with wild febrile manifestations; scattered red 
spots in the mucous membrane over the sublingual swell- 
ing, interpreted as inflamed orifices of the sublingual 
ducts; rapid increase in size, often to grotesque propor- 
tions, of the moderately painful submental swelling, fre- 
quently accompanied by pronounced reddening of the over- 
lying skin; early recession of the sublingual swelling, con- 
tracting with persistence of the submental tumor for one 
to three weeks; fever slight, and general condition good 
throughout the course; no complications, sequelae, or re- 
currences. 


The Administration of Glucose Solution as a Pro- 
hylactic against Post-Operative Shock. A. C. 
URNHAM, New York, American Journal of the Medi- 

cal Sciences, September, 1915. 

In order to combat the frequent acidosis following anes- 
thesia and starvation consequent upon operation, a con- 
dition supposedly associated with shock, Burnham recom- 
mends the administration of glucose solution immediately 
after operation. The glucose may be given intravenously, 
hypodermatically or by rectum. The latter method is 
preferable. It is given in 5% solution, dissolved in ordin- 
ary tap water, twelve to sixteen ounces being introduced 
during operation, and its administration continued by the 
Murphy drip method after the patient has returned to the 
ward. From 300 to 500 calories a day may be introduced 
without discomfort to the patient. The author concludes: 
(1) Glucose solution should be given as routine after 
every operation in which we have reason to fear more 
than the ordinary amount of post-anesthetic shock; (2) 
it should be given as routine in every case where post- 
operative oral feeding may be difficult or insufficient for 
a considerable period after operation; (3) it should be 
given as an emergency measure either before or after 
operation for the relief of. an existing or threatened 
acidosis. 


Quinine and Urea Injections in Hyperthyroidism. 
L. F. Watson, Oklahoma City. Journal of the Ameri- 
can Medical Association, September 25, 1915. 


Watson makes a later report of the use of quinine and 
urea injection over 200 times in fifty cases of goiter with 
no unpleasant effects. He recommends the method only 
to relieve the hyperthyroidism and not to remove the 

- goiter, though in small toxic and atoxic cases the tumor 
may disappear. The injection must be used with discre- 
tion; its indiscriminate use by an inexprienced person 
might have bad results. The use of local anesthesia can- 
not be too much emphasized, and he precedes it in all 
toxic cases with preliminary injections, into the most 
prominent parts of the goiter, of a few minims of sterile 
salt solution, followed by sterile water injections. Two 
to four preliminary injections will accustom the patient 
so that the quinin and urea can be safely given with slight 
discomfort. As soon as no hyperthyroidal reaction fol- 
lows the water injections their usefulness is over. After 
the anesthetization of the site of the injection with a 0.1 
per cent. cocain, or an 0.25 novocain solution, the needle 
is carried down to the body of the goiter and in cases of 
hyperthyroidism he usually gives from 1 to 4c.c. of a from 
‘30 to 50 per cent. quinin and urea solution at a treatment, 
repeating the injections every third day, according to the 
progress of the patient. From eight to fifteen infiltrations 
are usually necessary to bring about marked improvement. 
In cases of recent cystic goiter with moderate hyperthy- 


roidism he aspirates the fluid and makes from 1 to 3 
injections. To cases of severe toxic goiters removed after 
injection are briefly reported. Analysis of some of his 
cases already treated is given. In his conclusions he says 
the injections will not relieve advanced cases when the 
vascular and nervous system have been permanently dam- 
aged, and, while the method is harmless in experienced 
hands, it should be used only in a hospital. The gradual 
improvement of the exophthalmos in certain patients fol- 
lowing the treatment points to a nerve control by the 
thyroid on the exophthalmos through the sympathetic ner- 
vous system. Watson believes the greatest field of useful- 
ness of the method will be found in cases of beginning 
hyperthyroidism not severe enough to justify operation and 
as a preparatory measure to partial thyroidectomy when 
the patient is too ill to warrant immediate operation. 


Acute Tubercular Inflammation of the [Ileo-colic 
Glands, Simulating Appendicitis. Homer Gace, Wor- 
cester, ‘Mass. The Boston Medical and Surgical Jour- 
nal, August 26, 1915. 

Gage records twelve cases with this malady. Invariably 
the symptoms are those of an acute attack of appendicitis. 
In no case was a palpable tumor present. Four of the 
twelve cases were between seven and twelve years of age; 
seven were between sixteen and twenty-five. The enlarged 
glands, in the ileo-cecal region, were at times injured at 
operation, showing cheesy contents. In a number of 
instances there had been a history of one or more previous 
attacks of appendicitis. Indeed, Gage says that the simu- 
lation is so close that a differential diagnosis is almost 
impossible. The. appendix was removed in nearly every 
instance, but no tubercle bacilli could be found. as far as 
could be determined in lesions as found in the cecum; 
this proves that the tubercle bacilli may pass through un- 
injured intestines. The technic of the operation consists 
of simple appendicectomy plus the dissection of the in- 
fected glands. The prognosis is good, since only one of 
the twelve patients developed a tuberculous taint. 


Gas Phlegmons in Roentgen Pictures. (Gasphlegmonen 
im Rontgenbild). M. Martens, Berliner Klinische 
Wochenschrift, July 19, 1915. 


(Martens demonstrates in a number of plates how easily 
gas phlegmons of the deeper tissues may be recognized 
by the x-ray. The value of this method consists in the 
fact that more extensive incisions become necessary in 
order to counteract infection. Martens comments on the 
frequency of gangrene following gas bacillus infection, 


_and the consequent frequent necessity of amputation. 


Roentgen-ray of Exophthalmic Goiter. C. A. Simpson, 
Washington. Medical Record, September 4, 1915. 


Simpson records eight cases treated by x-ray, in all of 
which he obtained prompt improvement. He arrives at the 
following conclusions: 

Many cases of exophthalmic goiter are associated 
with enlarged thymus glands and this association often 
causes serious postoperative symptoms and even death. 

While such an association will seriously complicate 
and prolong a surgical operation, it offers no such added 
difficulties for the Roentgen therapeutist. ‘ 

3. Not only such ductless glands as the ovaries and 
testicles but also the enlarged thyroid and thymus glands 
as well are very sensitive and may be atrophied by the 
Roentgen ray. 

4. This theory has been amptly proved by laboratory 
experiments and clinical results in many cases of hyper- 
activity of the thymus gland seen in cases of status lym- 
phaticus and hyperactivity of the thyroid gland—exoph- 
thalmic goiter. : 

5. If these cases of status lymphaticus and exophthalmic 
goiter will give the Roentgen ray a fair and impartial trial 
the majority of them will be relieved of all troublesome 
symptoms and make unnecessary a disfiguring, dangerous 
and often futile operation. 

. The above findings are not ogee’ my own hastily 
formed ideas but include the results of several hundred 
cases of exophthalmic goiters that have been successfully 
treated by the Roentgen ray, the literature of which is 
open to all who may care to investigate it. 
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